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SUMMARY 


In  recent  years  general  dissatisfaction  had  been  verbalized  within  the  Army 
Nurse  Corps  regarding  the  inpatient  nursing  documentation  system  introduced  in 
1977.  Numerous  operational  difficulties  were  encountered  when  forms  were 
released  to  facilities  with  minimal  guidance.  The  entire  system  was  perceived 
to  substantially  increase  the  amount  of  "paperwork"  nursing  staffs  were  required 
to  complete  to  adequately  document  nursing  care.  A  1981  ad  hoc  committee  for 
clinical  nursing  records  proposed  revisions  and  recommended  testing  of  revised 
forms.  The  study,  assigned  to  Health  Care  Studies  and  Clinical  Investigation 
Activity  as  part  of  the  FY  1988  Army  Medical  Department  (AMEDD)  Study  Program, 
expanded  the  emphasis  to  include  all  inpatient  forms  currently  used  in  Army 
medical  facilities.  It  evaluated  system  problems,  developed,  implemented  and 
assessed  tested  changes  based  upon  the  initial  needs  assessment.  The  study  was 
conducted  over  a  four  year  period;  implementation  was  conducted  at  four  AMEDD 
hospitals  within  the  continental  United  States  (CONUS):  Fitzsimons  Army  Medical 
Center,  and  the  Medical  Department  Activities  at  Forts  Campbell,  Jackson  and 
Polk. 


The  literature  supports  the  necessity  for  nursing  documentation.  Medical, 
legal,  and  financial  systems  further  support  the  need  for  concise,  but  detailed 
notation  of  the  course  of  inpatient  treatment  and  the  patient's  responses. 
Nursing  documentation  reflects  nursing  practice  patterns  based  on  planned 
nursing  care,  which,  in  turn,  is  predicated  on  identified  problems  and  written 
goals.  However,  there  is  no  universally  accepted  format  for  information. 

This  study  was  conducted  in  four  phases.  Phase  One's  evaluation  of  the 
present  system  was  followed  by  the  formation  of  working  and  advisory  groups  in 
Phase  Two  to  address  those  issues  identified  in  the  first  phase,  set  priorities 
and  develop  strategies  for  testing.  Phase  Three  involved  the  intricacies  of 
site  testing.  Phase  Four  evaluated  tested  elements  and  forms  in  several  ways. 

Content  analysis  of  responses  solicited  by  query  letter  from  Army  nursing 
personnel  world-wide  resulted  in  the  following  perceived  documentation  problem 
areas:  issues  related  to  directions  for  clinical  record  use  and  specific  DA 
Forms  (Nursing  History/Nursing  Assessment/Nursing  Care  Plans);  the  necessity  of 
transcribing  all  orders  appearing  on  physician  order  sheets  to  allow  for 
annotation  of  required  actions;  the  lack  of  a  standardized  discharge  format  and 
specialty  area  flowsheets;  and  the  overall  redundancy  and  fragmentation  of 
patient  progress  documentation.  Suggestions  for  change  to  address  problem  areas 
included  revision  of  regulations  governing  documentation;  form  redesign; 
expansion  of  the  use  of  therapeutic  documentation  care  plans  (TDs)  to  allow  for 
the  recording  of  patient  responses;  and  the  use  of  the  Standard  Form  (SF)  509, 
Progress  Notes,  by  all  nursing  personnel,  in  lieu  of  nursing  notes,  to 
facilitate  multidisciplinary  documentation.  Suggestions  for  change  were 
frequently  accompanied  by  examples. 

Working  and  advisory  groups  formed  in  Phase  Two  placed  priorities  on 
revision,  rather  than  total  overhaul,  of  the  documentation  system.  Efforts 
centered  around  solving  physician  order  transcription  problems,  decreasing 
redundancy  and  fragmentation,  revising  specific  forms  and  developing  a 
standardized  educational  program  and  guidelines  to  accompany  impWmentation. 

Five  revised  and  three  new  forms  were  tested.  In  addition  to  revised  history, 
assessment  and  care  plan  formats,  the  use  of  a  coding  system  on  revised 
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therapeutic  documentation  care  plans  (TDs)  to  indicate  efficacy  of  intervention 
was  also  tested.  Testing  further  included  separation  of  medication  and 
nonmedication  orders  on  physician  order  sheets.  Transcription  of  certain  orders 
to  revised  TDs  was  eliminated  because  of  the  order  sheet  format.  A  standardized 
format  was  defined  for  a  nursing  discharge  summary  form;  and  the  group  chose  to 
test  the  integrated  note  for  all  disciplines. 

Phase  Three's  activities  began  in  the  summer  of  1985.  Project  officers  at 
the  sites  were  identified;  logistics  were  coordinated  for  form  and  educational 
material  distribution;  and  testing  was  implemented.  Forms  were  phased  in  at  all 
sites*over  a  one  month  period.  Problems  coirmon  to  all  sites  were  identified  and 
resolved  during  the  test  period,  but  the  greatest  difficilty  occurred  when 
several  forms  arrived  misprinted,  leading  to  supply  shortages  and  confusion  for 
the  users. 

Phase  Four's  primary  purpose  was  to  assess  all  implemented  changes.  This 
was  done  in  three  ways:  project  officer  debriefs;  independent  inspections  by 
surveyors  from  the  Joint  Commission  on  Accreditation  of  Hospitals,  the  Health 
Services  Command  Inspector  General's  Office,  and  user  questionnaires.  Project 
officer  comments  centered  around  suggested  form  and  guideline  revision.  JCAH 
and  IG  surveys  reported  that  in  general,  while  nursing  histories  and  assessments 
received  praise  for  those  records  completed  during  testing,  issues  surrounding 
identification  and  prioritizing  nursing  care  problems  and  related  nursing 
interventions  were  noted  for  all  facilities.  Site  personnel  survey  results: 
suggested  revisions  to  forms  and  guidelines;  identified  major  problems  with 
tested  separate  physician  order  sheets;  favored  integrated  progress  notes; 
approved  of  the  revised  history,  assessment  and  care  plan  forms,  in  addition  to 
the  newly  designed  nursing  discharge  form;  and  approved  the  opportunity  to 
record  patient  responses  on  the  therapeutic  documentation  care  plans  (TDs). 

The  study  demonstrated  the  enormity  of  instituting  complex  change  within  an 
equally  complex  system.  Although  integrated  progress  notes  have  been  used  by 
mental  health  providers  for  a  number  of  years,  this  study  also  provided  the 
first  opportunity  for  its  use  by  AMEDD  providers  of  all  disciplines  and 
specialties.  Although  problems  were  encountered,  the  overwhelming  majority 
(85.1%)  of  all  users,  including  63%  of  nonnursing  respondents,  were  in  favor  of 
continuing  use  of  the  integrated  note  concept  and  expanding  it  to  all  providers. 

Recommendations  included  revisions,  with  subsequent  adoption,  of  tested 
nursing  history,  assessment,  care  plan  and  discharge  summary  forms;  adoption  of 
recording  patient  response  on  the  therapeutic  documentation  forms;  adoption  of 
integrated  progress  use  for  all  disciplines;  adoption  of  changes  for  physician 
order  recopy;  continued  use  of  yellow  highlighter  to  discontinue  orders  on  TDs; 
use  of  onl]^  one  form  for  all  physician  orders;  plans  for  world-wide 
dissemination  of  documentation  changes. 

NOTE:  References  will  be  made  throughout  the  following  report  to  standards  set 
by  the  Joint  Commission  on  Accreditation  of  Hospitals.  Although  the  title  of 
the  organization  has  subsequently  been  changed  to  the  Joint  Convnission  on 
Accreditation  of  Health  Care  Organization  (JCAHO),  the  study  was  conducted 
during  the  period  when  the  organization  was  referred  to  by  its  former  title. 
Hence,  the  reference  within  this  report  to  "JCAH"  rather  than  "JCAHO." 
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1  TYPE  OF  RESPONDENT .  L-2 

2  "COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS  SAVE 
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BY  TYPE  OF  PROVIDER .  L-3 
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BY  TYPE  OF  PROVIDER .  L-4 

5  "COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS  IMPROVE 
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OTHER  HEALTH  CARE  PROFESSIONALS"  BY  TYPE  OF  PROVIDER .  L-5 
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10  "COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
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TO  THE  PATIENT"  BY  TYPE  OF  PROVIDER .  L-10 
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MY  NURSING  UNIT"  BY  TYPE  OF  PROVIDER .  L-12 

13  "THE  NUMBER  OF  NURSING  HISTORY  QUESTIONS  IS  ADEQUATE" 

BY  TYPE  OF  PROVIDER .  L-1 3 

14  "THE  CONTENT  OF  THE  NURSING  HISTORY  QUESTIONS  IS  AS 

THOROUGH  AS  I  NEED  THEM  TO  BE"  BY  TYPE  OF  PROVIDER .  L-14 

15  "ON  MY  NURSING  UNIT  THE  BLOCK  FOR  PATIENTS  PERSONAL 

ARTICLES  AND  VALUABLES  IS  HELPFUL"  BY  TYPE  OF  PROVIDER .  L-15 
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ASSESSMENT  CONTINUATION  SHEET"  BY  TYPE  OF  PROVIDER .  1-19 

20  "OVERPRINTING  THE  ASSESSMENT  CATEGORIES  FROM  THE  STANDARDS 
OF  NURSING  PRACTICE  (DA  PAM  40-5)  IS  HELPFUL  TO  ME" 

BY  TYPE  OF  PROVIDER .  L-20 

21  "OVERPRINTING  THE  ASSESSMENT  CATEGORIES  FROM  THE  STANDARDS 
OF  NURSING  PRACTICE  (DA  PAM  40-5)  HAS  INCREASED 

MY  USE  OF  THE  CATEGORIES"  BY  TYPE  OF  PROVIDER .  L-21 

22  "OVERPRINTING  THE  ASSESSMENT  CATEGORIES  FROM  THE 
STANDARDS  OF  NURSING  PRACTICE  (DA  PAM  40-5) 

SHOULD  BE  CONTINUED"  BY  TYPE  OF  PROVIDER .  L-22 

23  "I  LIKE  THE  IDEA  OF  THE  NURSING  HISTORY  AND  ASSESSMENT, 

IF  COMPLETED  ON  ADMISSION,  SERVING  AS  THE  ADMISSION 

NURSING  NOTE"  BY  TYPE  OF  PROVIDER .  L-23 

24  "OVERPRINTING  THE  NURSING  DIAGNOSES  ONTO  THE  CARE  PLAN 

IS  HELPFUL  TO  ME"  BY  TYPE  OF  PROVIDER .  L-24 

25  "OVERPRINTING  THE  NURSING  DIAGNOSES  ONTO  THE  CARE  PLAN  HAS 

INCREASED  MY  USE  O"'  THE  DIAGNOSES"  BY  TYPE  OF  PROVIDER .  L-25 
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COMPLETED  SOME  PORTIONS  OF  THE  NURSING  DISCHARGE 

SUMMARY  FOR  THE  NURSES"  BY  TYPE  OF  PROVIDER .  L-28 
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NURSING  DISCHARGE  SUMMARY  IS  COMPLETED  ONLY  BY  AN 

RN/ANC  on  my  nursing  UNIT"  BY  TYPE  OF  PROVIDER .  L-29 

30  "NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  - 
ELEMENTS  ON  THE  FORM  ARE  THOSE  I  WOULD  INCLUDE  IN  A 

DISCHARGE  NURSING  NOTE"  BY  TYPE  OF  PROVIDER .  L-30 
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31  "NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  -  I  LIKE 

TO  HAVE  THE  DISCHARGE  SUMMARY  SERVE  AS  THE  NURSING 
DISCHARGE  NOTE"  BY  TYPE  OF  PROVIDER . 

32  "NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  - 
IT  IS  HELPFUL  TO  HAVE  A  COPY  FOR  THE  PATIENT" 

BY  TYPE  OF  PROVIDER . 

33  "NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  -  IT  IS 

IMPORTANT  FOR  A  NURSING  SUMMARY  TO  APPEAR  IN  THE 
OUTPATIENT  RECORD"  BY  TYPE  OF  PROVIDER . 

34  "NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  -  THE 
NURSING  DISCHARGE  SUMMARY  FORM  NEEDS  TO  BE  KEPT 

IN  THE  SYSTEM"  BY  TYPE  OF  PROVIDER . . . 

35  "NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  - 

DISCHARGE  SUMMARIES  SHOULD  BE  IN  A  MULTIDISCIPLINARY 
FORMAT  SO  PHYSICIANS  AND  OTHER  HEALTH  CARE  PROVIDERS 
COULD  MAKE  APPROPRIATE  NOTATIONS"  BY  TYPE  OF  PROVIDER _ 

36  "DOCTORS  ORDERS  MEDICATION/DOCTORS  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  - 

WE  FREQUENTLY  USE  THE  BUFF  COPY  ON  NURSING  UNIT" 

BY  TYPE  OF  PROVIDER . 

37  "DOCTORS  ORDERS  MED I CAT I ON /DOCTORS  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  -  I  LIKE 
NOT  HAVING  TO  RECOPY  SOME  SINGLE  ACTION  ORDERS  ONTO 
THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN" 

BY  TYPE  OF  PROVIDER . 

38  "DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE  THE 
NURSING  HISTORY  AND  ASSESSMENT  TO  LEARN  ABOUT  NURSING 
ACTIVITIES  AND  THE  PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER . 

39  "DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE  THE 

NURSING  CARE  PLAN  TO  LEARN  ABOUT  NURSING  ACTIVITY  AND 
THE  PATIENT'S  CONDITION?"  BY  TYPE  OF  PROVIDER . 

40  "DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE  THE 
NURSING  DISCHARGE  SUMMARY  TO  LEARN  ABOUT  NURSING 
ACTIVITIES  AND  THE  PATIENTS  CONDITION?" 

BY  TYPE  OF  PROVIDER . 

41  "DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE 
THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN, 

NONMEDICATION?"  BY  TYPE  OP  PROVIDER . 

42  "DURING  THE  REST  PERIOD,  HOW  OFTEN  DID  YOU  USE 

THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN,  MEDICATION?" 

BY  TYPE  OF  PROVIDER . 
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43  "DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE 

THE  TPR  GRAPHIC?"  BY  TYPE  OF  PROVIDER . 

44  "DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE 

THE  PROGRESS  NOTES?"  BY  TYPE  OF  PROVIDER . 

45  "DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE  THE  OTHER 

FORMS  TO  REVIEW  NURSING  CARE?"  BY  TYPE  OF  PROVIDER . 

46  "PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED  THE 
NURSING  HISTORY  AND  ASSESSMENT  TO  LEARN  ABOUT  NURSING 
ACTIVITIES  AND  THE  PATIENT’S  CONDITION?" 

BY  TYPE  OF  PROVIDER . 

47  "PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED  THE 
NURSING  CARE  PLAN  TO  LEARN  ABOUT  NURSING  ACTIVITIES 

AND  THE  PATIENT’S  CONDITION?"  BY  TYPE  OF  PROVIDER . 

48  "PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED  THE 
NURSING  DISCHARGE  SUMMARY  TO  LEARN  ABOUT  NURSING 
ACTIVITIES  AND  THE  PATIENT’S  CONDITION?" 

BY  TYPE  OF  PROVIDER . 

49  "PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED 
THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN, 

NONMEDICATION?"  BY  TYPE  OF  PROVIDER . 

50  "PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED 
THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN, 

MEDICATION?"  BY  TYPE  OF  PROVIDER . 

51  "PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED 

THE  TPR  GRAPHIC?"  BY  TYPE  OF  PROVIDER . 

52  "PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED 

THE  NURSING  NOTES?"  BY  TYPE  OF  PROVIDER . 

53  "PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE  OTHER 

FORMS  TO  REVIEW  NURSING  CARE?"  BY  TYPE  OF  PROVIDER . 

54  "DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  -  HAVING  TWO 
SEPARATE  ORDER  SHEETS  CAUSED  MINIMAL  DIFFICULTIES  FOR  ME" 

BY  TYPE  OF  PROVIDER . 

55  "DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 

(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  -  ORDERS 
SHOULD  CONTINUE  TO  REMAIN  SEPARATED  ON  COLOR  CODED 
MEDICATION  AND  NONMEDICATION  SHEETS"  BY  TYPE  OF  PROVIDER _ 
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56  "DOCTOR'S  ORDERS  MEDICATION/DOCTOR’S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  -  PRIOR  TO 
THE  TEST  PERIOD,  IF  UNFAMILIAR  WITH  A  PATIENT,  I  MOST 
OFTEN  DETERMINED  CURRENT  MEDICATION(S)  BY  .  . 

TYPE  OF  PROVIDER .  L-56 

57  "DOCTOR'S  ORDERS  MEDICATION/DOCTOR ' S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  - 

DURING  THE  TEST  PERIOD,  AFTER  THE  SEPARATION  OF  ORDERS, 

IF  UNFAMILIAR  WITH  A  PATIENT,  I  MOST  OFTEN  DETE)1MINED 

CURRENT  MEDICATION(S)  BY  .  .  . "  BY  TYPE  OF  PROVIDER .  L-57 

58  "DOCTOR'S  ORDERS  MEDI CAT ION /DOCTOR ' S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  - 

IF  WE  WENT  BACK  TO  THE  'OLD'  ORDER  SHEETS,  I  WOULD 
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STUDY  REPORT 

CLINICAL  NURSING  RECORDS  STUDY 


1.  INTRODUCTION 

a.  Background.  Documentation  of  patient  care  by  nurses  finds  its  roots 
early  in  nursing  history.  In  1859,  Florence  Nightingale  (1957)  advocated  a 
system  which  fostered  shared  information  among  care  givers  to  ensure  that  "all 
will  go  on  as  usual"  in  the  absence  of  one  specific  party  (p.  25). 

Neiderbaumer  (1984)  emphasized  that  documentation  of  nursing  care  should  be 
integrated,  patient  centered  and  problem  solving  in  focus.  Today,  nursing 
documentation  serves  multiple  purposes,  including:  a  communication  tool 
regarding  the  patient's  clinical  condition  for  all  care  providers;  a  basis  for 
planning,  facilitating  continuity  and  evaluating  care;  a  legal  document;  a 
record  of  quantifiable  nursing  activities  for  workload  considerations;  and  a 
tool  to  calculate  levels  of  patient  illness,  i.e.,  patient  acuity 
(Neiderbaumer,  1984). 

Nursing  documentation  reflects  current  nursing  practice  patterns  based  on 
planned  nursing  care.  Planned  care,  in  turn,  is  predicated  on  identified 
patient  problems  and  written  goals,  more  formally  referred  to  as  the  nursing 
process:  "an  orderly,  systematic  manner  of  determining  the. . .problems,  making 
plans  to  solve  them,  initiating  the  plan  or  assigning  others  to  implement  it, 
and  evaluating  the  extent  to  which  the  plan  was  effective  in  resolving  the 
problems  identified  — "  (Yura  &  Walsh,  1978,  p.  20). 

While  the  nursing  profession  moves  toward  common  definitions  and 
standards  for  documentation,  there  are  no  universally  accepted  formats  for 
information.  Standards  of  nursing  practice  specify  some  criteria,  but  there  is 
no  easily  reached  agreement  as  to  what  is  needed,  when,  in  what  format,  and  by 
whom.  Documentation  requirements  differ  with  the  patient  type,  acuity,  age, 
hospital  status  (inpatient  or  ambulatory  care),  and  by  a  facility's 
organization  of  nursing,  e.g.,  team  approach,  primary  care,  case  management,  etc. 

Nursing  documentation  in  the  Army  Medical  Department  (AMEDD)  has  been 
controversial.  In  recent  years,  general  dissatisfaction  with  methods  of 
nursing  documentation  in  AMEDD  facilities  had  been  expressed  by  Army  Nurse 
Corps  (ANC)  officers.  The  volume  of  requests  for  "exception  to  policy"  and  for 
the  use  of  locally  developed  overprints  and  flowsheets  suggested  the  magnitude 
of  the  problem.  Further  emphasizing  the  problem,  in  1981  an  Ad  Hoc  Committee 
for  Clinical  Nursing  Records  at  the  Office  of  the  Army  Surgeon  General  (OTSG) 
proposed  revisions  and  recommended  testing  of  revised  forms.  The  study  was 
assigned  to  the  U.S.  Army  Health  Care  Studies  and  Clinical  Investigation 
Activity  (HCSCIA)  as  part  of  the  Fiscal  Year  1984  AMEDD  Study  Program. 

Emphasis  was  expanded  to  examine  all  inpatient  forms  used  by  nursing  personnel 
and  to  revise  and  test  new  forms  as  necessary. 

b.  Problem  Statement  Elements  of  the  current  AMEDD  nursing  documentation 
system  (Appendix  A)  were  introduced  in  1977  changing  a  system  in  effect  since 
World  War  II.  (For  clarity  in  this  text,  these  forms  will  be  referred  to  as 
the  "1977  Forms.")  The  1977  changes  were  prompted  primarily  by  revisions  in 
Joint  Commission  on  Accreditation  of  Hospitals  (JCAH)  standards  which  required 
documenting  elements  of  the  nursing  process;  pharmacist  review  of  physician 
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orders;  and  authenticating,  with  date,  time  and  initials,  the  performance  of 
“ordered"  activities.  Because  of  advancing  technology,  AMEOD  pharmacies  were 
able  to  offer  "unit  dose"  services  which  meant  that  pharmacy,  rather  than 
nursing  personnel  were  responsible  for  individual  patient  drug  preparations. 
Consequently,  pharmacy  personnel  required  direct  access  to  a  copy  of  the 
physician  orders.  A  brief  summary  of  the  major  1977  changes  follows. 

Department  of  the  Army  (DA)  Forms  3888,  Nursing  Assessment  and  Care  Plan 
(Appendix  A-2)  and  3888-1,  Nursing  Assessment  and  Care  Plan,  Continuation 
(Appendix  A-4)  were  to  provide  structure  for  documenting  the  assessment  and 
planning  elements  of  the  nursing  process.  DA  Form  4256,  Doctor's  Orders 
(Appendix  A-6),  a  three  copy  form,  was  to  provide  copies  of  the  original  order 
for  pharmacy  review;  it  did  not,  however,  provide  space  for  nursing  personnel 
to  account  for  order  completion.  Hence,  DA  Forms  4677,  Therapeutic 
Documentation  Care  Plan,  Nonmedication  (Appendix  A-7)  and  4678,  Therapeutic 
Documentation  Care  Plan,  Medication  (Appendix  A-9)  ("TDs")  were  initiated  to 
ensure  dating  of  medication  administration  and  performance  of  other  nursing 
interventions  and  health  care  provider  orders.  Because  the  original  order  and 
subsequent  notation  of  its  completion  appeared  on  separate  sheets,  every  order 
written  by  the  physician  had  to  be  transcribed  to  other  forms  to  complete  the 
documentation  process. 

Although  written  policy  and  procedures  on  nursing  records  were  outlined  in 
Army  Regulation  (AR)  40-407,  Nursing  Records  and  Reports  (DA,  1979),  and  DA 
Pamphlet  40-5,  AMEDD  Standards  of  Nursing  Practice  (DA,  1981),  the  documents 
were  published  several  years  after  form  implementation.  Consequently, 
personnel  were  required  to  integrate  the  1977  system  without  benefit  of  written 
guidelines,  leading  to  personal  interpretation  with  a  loss  in  system-wide 
standardization. 

Through  formal  and  informal  conmunication  channels,  problems  generic  to 
the  new  system  were  identified  by  nursing,  administrative  and  medical  staff. 
Since  forms  were  developed  independently  of  each  other,  they  appeared  to  lack 
integration.  Implementation  difficulties,  particularly  for  specialty  areas, 
were  repeatedly  cited  by  chief  nurses.  The  entire  system  was  perceived  to 
substantially  increase  the  amount  of  "paperwork"  nursing  staffs  were  required  to 
complete  to  adequately  document  nursing  care.  Other  complaints  emphasized  that 
forms  were  too  lengthy,  took  too  long  to  complete,  and  were  redundant. 
Information  was  fragmented.  Prompt  and  easy  access  to  patient  information  was 
difficult.  The  burden  of  transcribing  all  orders  added  to  the  lengthy  process 
and  compounded  practice  errors.  Finally,  in  many  instancps,  hospital  personnel 
were  unaware  of  JCAH  standards  revisions,  which  meant  that  reasons  behind  the 
documentation  changes  were  unknown.  This  further  added  to  implementing 
difficulties  for  the  1977  system. 

Dissatisfaction  was  widespread.  To  modify  the  forms,  and  facilitate  the 
documentation  process,  requests  for  exceptions  to  policy  and  approval  of 
overprint  data  on  the  new  forms  were  submitted  to  0TS6.  Overprints  were 
requested  for  "standing  orders"  (thus  decreasing  transcription  requirements), 
and  nursing  assessments,  to  make  the  assessment  and  care  plan  forms  more 
applicable  to  areas  dealing  with  specialty  patients.  Additionally,  the 
overprinted  requests  included  "flowsheet"  formats,  such  as  those  relating  to 
frequently  measured  physiologic  parameters  or  patient  instructions,  which 
simplified  documentation  necessary  to  meet  the  JCAH  order  accountability 
requirement. 
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In  summary,  the  system  of  AMEDD  nursing  documentation  was  perceived  to 
contain  inadequacies  and  ambiguities  and  lacked  integration.  The  general 
dissatisfaction  served  as  an  impetus  for  the  creation  of  multiple  local 
systems  of  documentation  which  lacked  uniformity,  continuity,  and 
interrelatedness. 

c.  Purpose.  The  purpose  of  the  current  study  was  to  assess  the  AMEDD 
nursing  documentation  system  to  identify  specific  problem  areas  and  develop 
forms  and  guidelines  to  address  the  problems.  The  study  findings  were  believed 
critical  for  revision  of  Army  regulations  governing  inpatient  documentation, 
and  to  facilitate  documentation  of  patient  care  providers. 

d.  Objectives.  The  objectives  of  the  current  study  were  to: 

1)  Conduct  an  in-depth  assessment  of  the  current  AMEDD  nursing 
documentation  system  used  in  fixed  facilities  to: 

a)  identify  system  problems; 

b)  identify  potential  solutions  to  problems; 

c)  set  priorities  fee  problem  resolution; 

d)  develop  and  field-test  documentation  changes  based  on 
identified  system  problems. 

e)  recommend  regulation  and  form  changes  based  on  study 
results. 

2.  Assess  the  attitude  of  AMEDD  personnel  toward  tested 
documentation  changes. 

3.  Examine  the  impact  of  the  changes  on  the  quality  of  records  as 
assessed  by  JCAH  and  U.  S.  Army  Health  Services  Command  (HSC) 
Inspector  General  (IG)  nurse  surveyors. 

4.  Assess  the  tested  changes  for  practicality  in  daily 
use,  effectiveness  in  facilitating  the  nursing  process,  and 
feasibility  for  worldwide  implementation. 

e.  Study  Questions.  The  current  study  was  designed  around  the  following 
questions: 

1)  What  do  Army  nursing  personnel,  regardless  of  specialty, 
identify  as  problems  with  the  current  AMEDD  inpatient  system  of 
documentation? 

2)  What  do  AMEDD  nursing  personnel  suggest  as  solutions  to 
identified  documentation  system  problems? 

3)  What  are  study  priorities,  based  upon  identified  system 
problems? 

4)  What  documentation  changes  can  be  made  to  address  priority 
problems? 
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5)  What  methods  are  to  be  used  to  test  documentation  changes? 

6)  In  the  opinion  of  test  site  personnel,  how  do  the  tested 
elements  compare  with  previously  used  documentation  methods? 

7)  In  the  opinion  of  nurse  surveyors  from  offices  of  the  JCAH  and 
HSC  16  how  do  the  tested  elements  compare  with  previously  used 
documentation  methods? 

8)  How  satisfied  are  test  site  personnel  with  documentation 
changes? 

9)  In  the  opinion  of  test  site  personnel,  what  changes  should  be 
made  to  tested  elements  prior  to  worldwide  implementation? 

10)  How  practical  are  the  tested  elements  for  daily  use? 

11)  How  feasible  are  the  tested  elements  for  worldwide 
implementation? 

f.  Assumptions^  The  following  assumptions  were  made: 

1)  JCAH  and  AMEDD  nursing  practice  standards  would  not  appreciably 
alter  during  the  study  period;  therefore,  proposed  documentation 
changes  would  comply  with  current  standard.. 

2)  When  users  are  more  satisfied  with  a  tested  system,  perceiving 
it  to  better  meet  their  needs  than  previously  used  forms,  they  are 
more  willing  to  comply  with  documentation  requirements. 

g.  Limitations.  Study  limitations  were: 

1)  While  independent  medical  record  reviews  were  conducted  by  JCAH 
and  16  nurse  surveyors  using  their  respective  standards,  the  issue 
of  "quality"  of  the  patient  record  was  addressed  from  the  user 
perspective. 

2)  Assessment  of  the  "quality"  of  documentation,  unless  defined  in 
an  auditable,  objective  manner  (e.g.,  "were  all  the  blocks 
completed?";  "did  the  nurse  sign  the  care  plan?";  "were  the 
guidelines  followed?")  was,  to  a  large  extent  dependent  on  the 
user's  clinical  background  and  experience. 

3)  Medical  record  "quality"  is  affected  by  numerous  intervening 
variables  (e.g.,  staffing  patterns,  command  emphasis,  scheduK-d 
outside  surveys,  individual  facility  quality  assurance/risk 
management  programs,  staff  education  classes)  which  were  not 
controllable  for  the  study  purpose. 

4)  Responses  to  the  request  for  study  input  were  unstructured. 
Local  facilities  determined  the  process  by  which  comments  were 
solicited  from  nursing  personnel  and  subsequently  forwarded  to 
investigators  at  HCSCIA. 
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2.  LITERATURE  REVIEW 


Documentation  issues  and  the  theoretical  framework  used  during  study 
phases  is  described  in  this  section. 

a.  Documentation  Issues.  Use  of  the  nursing  process  is  advocated  by 
professional  nursing  organizations,  e.g.,  the  American  Nurses  Association  and 
the  National  League  for  Nursing.  Documentation  of  the  process  in  the  AMEDD  is 
governed  by  AR  40-407,  Nursing  Records  and  Reports  and  DA  Pamphlet  40-5,  The 
AMEDD  Standards  of  Nursing  Practice.  In  addition.  The  Army  Surgeon  General 
mandated  that  Army  medical  treatment  facilities  would  comply  with  standards  for 
hospitals  specified  by  JCAH  which  dictated  documentation  of  the  nursing  process 
in  the  patient  record. 

Documentation  is  one  of  the  first  skills  learned  by  nursing  personnel  at 
all  levels,  regardless  of  civilian  or  military  perspective.  Yet  it  is  also  one 
which,  in  the  current  environment  of  advancing  technology,  increased 
requirements  from  regulatory  agencies,  and  staffing  shortages,  often  receives  a 
low  priority  on  nursing  units  (Barbiasz,  Hunt,  Lowenstein,  1981;  Costello  and 
Summers,  1985).  Nursing  documentation  problems  are  not  new;  however,  the 
increase  in  their  scope  and  variety  are  evidenced  by  the  numerous  discussions 
in  the  literature  regarding  the  nursing  process,  nursing  care  plans  and  the 
audit  of  nursing  records  (McClosky,  1980;  Huckaby  and  Neal,  1979;  Creighton, 

1980;  Barbiasz  et  al ,  1981;  Weeks  and  Darrah,  1985;  Bartos  and  Knight,  1978; 
Boeder,  1980;  Lampe,  1985;  Costello  and  Summers,  1985).  Over  the  past  ten 
years,  JCAH  had  steadily  increased  documentation  standards.  With  recent  third 
party  reimbursement  for  Medicare  and  Medicaid  patient  care  via  Diagnosis 
Related  Groups  (DRGs)  sufficient  nursing  documentation  has  taken  on  new 
perspectives.  The  old  adage  of  "if  it's  not  written  down,  it  hasn't  been  done" 
is  applied  not  only  to  quality  of  care  issues,  but  also  to  revenue  concerns. 

b.  Innovation  Theory.  Early  in  proposal  development  it  became  evident 
that  study  activity  would  involve  introducing  new  documentation  concepts  to 
study  site  personnel.  Investigators  sought  to  minimize  difficulties  previously 
encountered  with  other  documentation  changes  through  an  understanding  of  the 
change  process.  Innovation  theory  was  determined  to  be  highly  relevant  to  study 
methods. 

Barnett  (1953)  distinguished  an  "innovation"  from  many  forms  of  "change." 
Often,  a  change  had  no  resemblance  to  its  predecessor.  It  frequently  could  be 
an  entirely  different  concept,  direction,  etc.;  used  by,  or  created  for,  an 
entirely  different  group.  An  innovation,  on  the  other  hand,  closely  resembled 
its  antecedent,  with  only  some  modification,  and  could  subsequently  be  used 
either  by  the  same  group,  or  a  totally  different  group.  Barnett  (p.  10) 
maintained  that  it  was  this  "reorganization,"  or  substitution  of  parts,  which 
thus  created  the  innovation. 

Innovation  theory  has  its  roots  in  the  social  sciences  and  anthropological 
literature.  While  containing  elements  of  change  theory  models  as  proposed  by 
Lewin  (1953),  and  of  planned  change  advocated  by  Bennis,  Benne,  and  Chin 
(1961),  the  perspectives  of  innovation  theory  (Barnett,  1953;  Kushner,  1962; 
Rogers  &  Shoemaker,  1971;  and  Spicer,  1952)  identify  that  all  innovations 
"...follow  a  predictable  evolutionary  course.  An  innovation  may  be  accepted  or 
rejected;  it  may  find  only  gradual  support  from  potential  adopters  during  its 
early  phases  of  development  and  be  adopted  only  after  the  passing  of  time.  .  ." 
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(Lundsgaarde,  Fisher  and  Steele,  1981,  p.  4).  Situational  or  contextual 
features  figure  prominently  in  its  subsequent  acceptance  or  rejection  by 
users: 


...  the  reception  given  to  a  new  idea  is  not  so 
fortuitous  and  unpredictable  as  it  sometimes  appears  to  be. 

The  character  of  the  idea  is  itself  an  important  determinant.  .  . 

Also,  when  an  innovation  .  .  .  makes  its  appearance,  it  does  not 
do  so  in  a  vacuum.  There  are  certain  situational  features 
connected  with  it  which  predispose  those  to  whom  it  is 
introduced  either  to  accept  or  reject  it  .  .  .  the  values  placed 
upon  these  features  may  either  reinforce  or  nullify  each 
other  .  .  .  (Barnett,  1953,  p.  313  ) 

The  processes  of  innovation  acceptance  or  rejection  are  complex,  often  a 
function  of  time  (Lundsgaarde,  et  al.,  1981,  p.  4).  Lundsgaarde  and  his 
associates  (1981)  used  innovation  theory  as  a  guide  while  investigating  factors 
which  influenced  user  reaction  to  an  automated  documentation  system.  They 
identified  variables  postulated  to  affect  the  acceptance  of  an  innovation. 

While  not  axiomatic,  their  propositions  helped  to  focus  their  study  on  the 
numerous  human  and  organizational  problems  which  arose  during  implementation  of 
the  system  (Lundsgaarde,  et  al.,  p.  5).  They  proposed,  that  to  be  accepted,  an 
"innovation"  must: 

-  be  associated  with  some  previous  experience  on  the 
part  of  persons  who  accept  it? 

-  prove  rewarding  to  those  who  will  use  it; 

-  show  a  clear  and  unambiguous  improvement  over  its 
antecedent  ideology  and  technology; 

-  prove  to  be  workable  in  the  environment  into  which 
it  is  introduced  (Lundsgaarde,  et  al.,  p.  5). 

The  innovation  is  more/most  likely  to  be  accepted/adopted/viewed  favorably: 

-  if  it  enables  users  to  link  the  innovation  with 
desirable  changes  in  attitudes,  values,  and  operational 
procedures; 

-  if  it  can  be  adapted  to  existing  practices  without 
any  loss  of  prestige  or  authority  on  the  part  of 
those  who  adopt  it; 

-  if  its  acceptance  increases  the  relative  prestige  of 
the  person  who  adopts  it; 

-  by  those  who  may  have  less  to  lose  and  more  to  gain 
by  adoption; 

-  by  persons  whose  social  status  and  tra>..itional  positions 
in  the  social  or  professional  hierarchy  are  not 
threatened  by  the  introduction  of  a  new  system  or  procedure. 
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if  it  does  not  conflict  with  individual  or  group  values; 


-  if  people  who  experience  the  change  are  involved  in  the 
implementation  of  the  innovation; 

-  (and  diffused  rapidly)  if  high  prestige  individuals 
actively  use  and  promote  the  acceptance  of  the 
innovation  itself  (Lundsgaarde,  et  al.  p.  5). 

They  continued:  an  innovation: 

-  is  accepted  or  rejected  on  the  basis  of  how  its 
perceived  or  actual  utility  compared  to  previous 
practice; 

-  which  may  be  more  efficient  than  its  predecessor, 
may  not  necessarily  be  adopted  if  a  former 
practice  or  technology  continues  to  have  intrinsic 
value  for  its  users; 

-  adoption  may  depend  on  the  origin  or  direction  of 
the  innovation  from  one  group  to  another; 

-  may  be  opposed,  directly  or  indirectly,  by  individuals 
and  groups  who  perceive  that  it  will  detract  from  their 
present  authority  and  prestige  within  the  social  system; 

-  is  invariably  modified  to  accommodate  existing  or 
traditional  practices  (Lundsgaarde,  et  al.,  p.  5). 

In  summary,  Lundsgaarde  and  colleagues'  propositions  were  based  on  user 
perspectives.  Innovations  emanating  from  the  user  levels,  couched  in  familiar 
terms,  with  more  perceived  positive  than  negative  effects,  and  which  were  found 
to  be  helpful  to  the  user's  situation  and  environment  enhanced  acceptance.  The 
theory  and  aforementioned  Lundsgaarde  "propositions"  influenced  all  methods  of 
the  current  study. 

3.  OVERALL  METHODOLOGY  AND  REPORT  CONTENT 

The  study  was  conducted  in  four  phases  over  a  four-year  period.  In  Phase 
I  investigators  assessed  specifics  regarding  perceived  documentation  problem 
areas.  Study  priorities  and  strategies  were  identified  in  Phase  II.  Proposed 
documentation  changes  were  implemented  in  Phase  III;  their  affect  was  assessed 
in  Phase  IV.  The  study  phases  had  few  distinct  start  and  end  points.  Some 
overlapped  into  time  designated  for  subsequent  phases. 

Findings  from  one  phase  influenced  the  methodology  of  subsequent  phases. 
Phase  I  findings  reflected  responses  received  from  AMEDD  nursing  personnel 
regarding  documentation  issues.  Phase  II  findings  included  the  priorities 
established  by  working  group  members,  forms,  guidelines  and  programmed  text 
developed  for  test.  In  Phase  III,  implementation  issues  common  to  each  site 
were  identified.  By  survey,  Phase  IV  collected  IG  and  JCAH  results. 

Because  of  the  complexity  of  the  study  methodology,  and  the  influence  of 
each  phase's  results  on  subsequent  study  activities,  for  clarity,  the  methods 
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and  findings  for  each  phase  are  reported  in  the  same  chapter.  Discussion  and 
general  recommendations  follow  in  separate  segments. 

4.  PHASE  I 

a.  Methodology.  A  letter  (Appendix  B-2)  was  sent  from  the  Chief,  ANC  to 
AMEDD  nursing  personnel  worldwide  soliciting  comments  regarding  perceived 
problem  areas  with  the  AMEDD  inpatient  nursing  documentation  system  and 
potential  problem  solutions.  Chief  nurses  were  also  asked  to  indicate  interest 
in  having  their  facility  serve  as  study  test  site. 

Responses  were  not  structured.  Subsequently,  common  issues  of  concern 
were  identified  by  content  analysis.  Responses  were  received  from  51  out  of  52 
AMEDD  hospitals  worldwide.  Local  methods  used  to  gather  input  from  nursing 
personnel  varied:  formation  of  committees  to  articulate  concerns;  the 
appointment  of  one  officer  to  collect  and  collate  comments  prior  to  forwarding 
responses  to  the  investigators;  questionnaires;  and  the  forwarding  of 
individual  suggestions  directly  from  nursing  staff  members.  Suggestions  for 
change  often  arrived  as  sample  copies  of  forms  described  in  an  accompanying 
letter.  Because  of  the  varied  response  formats,  data  were  collated  to  identify 
commonalties  of  problem  areas  specific  to  each  form  and  AR  40-407  (the 
regulation  governing  nursing  records),  and  remarks  regarding  the  documentation 
system  as  a  whole. 

While  awaiting  responses,  investigators  gathered  information  regarding 
documentation  systems  in  use  at  other  federal  hospitals.  Civilian  institutions 
across  the  United  States  identified  as  having  exceptional  documentation  systems 
by  the  Magnet  Hospital  Study  (American  Academy  of  Nursing,  1984),  and  by  JCAH 
nurse  surveyors  were  also  queried  and  shared  documentation  forms  and  policies 
with  investigators. 

b.  Findings.  Using  content  analysis,  responses  were  grouped  by 
commonalties  of  problem  areas  specific  to  each  form  and  AR  40-407,  and  remarks 
regarding  the  documentation  system  as  a  whole  (Appendix  C). 

In  summary,  perceived  problem  areas  of  documentation  included: 

-  issues  related  to  directions  for  clinical  record  use.  For 

example,  the  numerous  policies  and  regulations  governing 
records  were  not  perceived  as  clear,  specific  or  as  concise  as 
was  required  for  consistent  implementation.  Respondents 
identified  the  need  to  have  one  set  of  regulations  which 
addressed  the  clinical  record  as  a  whole  rather  than  having 
regulations  which  fragmented  documentation  information  by 
provider,  e.g.,  physician  or  nurse,  or  provided  service,  e.g., 
pharmacy. 

-  issues  related  to  the  DA  Forms  3888  and  3888-1  (nursing  history, 

assessment  and  care  plan  formats)  such  as  the  awkward  wording 
of  questions,  inadequate  space  for  patient  responses  and 
nursing  problems,  and  recording  care  problems  and  subsequent 
nursing  actions  on  separate  sheets.  Respondents  also 
identified  that  much  of  the  information  appearing  on  these 
forms  was  data  found  elsewhere  in  the  patient  record.  The 
history  and  assessment  form  was  perceived  as  not  applicable  to 
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specialty  areas  such  as  pediatrics,  obstetrics,  psychiatry,  but 
reflective  of  information  from  an  adult  medical  or  surgical  area. 

-  the  necessity  of  transcribing  all  orders  appearing  on  DA  Form 

4256  to  another  form.  This  was  perceived  by  respondents  as 
time  consuming,  cumbersome,  and  creating  increased  chances  for 
error. 

-  information  appearing  on  DA  Forms  4677  and  4678  (the  Therapeutic 

Documentation  Care  Plans,  Nonmedication  and  Medication, 
respectively)  was  perceived  as  serving  only  the  purpose  of 
indicating  performance  or  nonperformance  of  an  order. 

Respondents  identified  that  repeated  documentation  of  the  same 
order  often  resulted  when  an  order  was  transcribed  to  the 
forms,  then  initialed  when  carried  out,  and  subsequently 
recorded  in  narrative  nursing  notes. 

-  the  lack  of  a  standardized  discharge  format  for  documentation  of 

nursing  care. 

-  the  lack  of  standardized  specialty  area  flowsheets  (e.g., 

critical  care,  newborn  nursery). 

-  the  overall  redundancy  in  the  medical  record. 

-  fragmentation  of  patient  progress  documentation. 

Suggestions  for  change  included: 

-  revision  of  regulations  governing  documentation. 

-  restructure  of  DA  Forms  3888  and  3888-1  (e.g.,  include 

overprinted  assessment  guidelines;  expand  the  nursing  care 
plan,  eliminate  the  requirement  to  collect  data  contained 
elsewhere  in  the  medical  record). 

-  redesign  DA  Form  4256  to  eliminate  the  need  to  recopy  physician's 

orders. 

-  expand  DA  Forms  4677  and  4678  to  allow  use  of  a  a  coding  system 

to  indicate  the  efficacy  of  nursing  actions  directly  on  the 
forms . 

-  utilization  of  the  Standard  Form  (SF)  509,  Progress  Notes, 

by  all  nursing  personnel,  in  lieu  of  SF  510  (Nursing  Notes), 
for  multidisciplinary  documentation. 


5.  PHASE  II. 

a*  Methodology.  A  working  group  composed  of  ANC  officers  (Appendix  D-2) 
was  convened  to  review  responses  and  identify  study  priorities,  necessary 
strategies  and  tools  for  evaluation.  Group  members  were  primarily  assigned  to 
hospital  inpatient  units  and  included  clinical  staff  and  head  nurses,  a  staff 
development  instructor,  and  quality  assurance  officer.  They  represented  varied 
clinical  specialties:  medicine,  surgery,  psychiatry,  pediatrics,  obstetrics. 
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gynecology,  and  critical  care.  Operating  room  and  anesthesia  representatives 
were  excluded  because  their  subspecialties  had  forms  ^n  test  at  the  same  time 
as  the  current  study.  Additional  ANC  officers  in  staff  positions,  e.g.,  the 
HSC  IG,  and  Nursing  Science  Branch  of  the  U.S.  Army  Academy  of  Health  Sciences 
(whose  personnel  were  responsible  for  teaching  AMEDD  documentation  elements  to 
newly  conmiissioned  officers  and  enlisted  personnel),  were  also  included  in  the 
group.  Members  provided  a  diverse  group  which  could  recognize  common  needs 
across  all  specialties,  yet  reflect  on  the  applicability  of  devised  strategies 
within  a  specialty. 

Advisors  to  the  working  group  included  representatives  from  various 
divisions  at  HSC  (Appendix  D-3).  The  working  group  sought  consultation  on 
matters  dealing  with  form  development/revision,  regulation  changes,  medical 
records,  and  medical-legal  documentation  considerations. 

In  preparation  for  the  group  work,  members  received  copies  of  the  content 
analysis  prepared  from  Phase  I,  and  attended  briefings  regarding  documentation 
issues.  The  investigators  provided  a  historical  perspective  on  documentation 
systems  in  the  AMEDD,  development  of  the  system  under  discussion,  and  examples 
of  civilian  documentation  systems  which  had  been  explored  prior  to  group 
formation.  The  Study  Director  addressed  the  perspective  of  documentation  from 
the  major  command  and  local  facility  level.  Members  of  the  HSC  16  office 
discussed  recent  survey  findings,  and  documentation  requirements.  A 
representative  from  the  Tri -Service  Medical  Information  System  (TRIMIS)  Project 
Office  addressed  planned  automation  changes  and  considerations  to  enhance 
compatibility  between  any  "hard  copy"  forms  the  group  might  develop  and 
automation  requirements.  Discussions  were  also  held  with  personnel  from 
medical  records,  pharmacy,  and  quality  assurance  services  at  HSC  and  Brooke 
Army  Medical  Center  (BAMC),  and  JCAH  nurse  surveyors.  Finally,  group  members 
spent  three  sessions  reviewing  all  conwients,  discussing  identified 
difficulties,  and  establishing  the  group  process. 

Members  were  divided  (based  upon  their  areas  of  interest)  into  subgroups 
tasked  to  redesign  forms  and  draft  guidelines  governing  form  use.  A  third 
subgroup  developed  an  educational  program  to  be  used  by  test  site  personnel 
during  implementation.  Subgroups  met  as  necessary  to  complete  tasks.  The  main 
group  reconvened  approximately  every  four  to  five  weeks  to  review  subgroup 
work.  All  group  work  was  accomplished  over  a  nine  month  period. 

Group  members  chose  to  direct  their  work  towards  revision  of  the  system 
rather  than  creation  of  a  new  documentation  scheme.  AMEDD  nursing 
documentation,  even  with  its  flaws,  contained  several  positive  elements.  The 
concepts  and  philosophy  of  the  AMEDD  Standards  of  Nursing  Practice  and  required 
nursing  documentation  reflected  "state-of-the-art"  nursing  practice. 

Eliminating  the  requirements  for  a  nursing  history,  assessment,  and  care  plan 
was  neither  possible  nor  desirable.  Members  also  reaffirmed  the  necessity  of 
having  a  mechanism  for  the  writing  of  nursing  orders  which  reflected  nursing 
actions.  The  TDs  provided  that  mechanism.  An  AMEDD  developed  patient 
classification  system  was  to  be  introduced  to  all  Army  facilities  within  a  year 
of  completed  group  work,  and  members  recognized  the  necessity  of  providing  a 
form  for  nursing  orders  which  could  also  be  used  for  that  purpose.  Finally,  the 
separation  of  medication  from  nonmedication  activities  on  the  TDs  was 
considered  a  valuable  aide  to  identifying  tasks  with  a  minimum  of  confusion. 
Separating  medication  orders  for  accountability  also  facilitated  the 
administration  of  medication  for  each  patient. 
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Propositions  of  innovation  theory  (Lundsgaarde,  et  a1.,  1981)  also 
influenced  the  decision  to  revise  rather  than  totally  change.  The  desire  to 
preserve  the  positive  aspects  of  the  system  was  linked  to  the  knowledge  that 
innovations  were  more  likely  to  be  accepted,  for  example,  when  associated  with 
a  previous  experience  or  adapted  to  existing  practices  without  any  loss  of 
prestige  or  authority.  Acceptance  was  also  associated  with  innovations  that 
were  not  in  conflict  with  values  and  which  could  be  viewed  as  an  alternative  to 
traditional  usage.  In  addition,  knowing  that  the  "innovations"  developed  by 
the  working  group  would  be  measured  against  how  their  perceived  or  actual 
utility  compared  to  previous  practices  by  users,  group  members  were  further 
convinced  that  while  revisions  were  essential,  total  change  of  the  system  was 
not  a  requirement. 

Other  parameters  influenced  the  group's  decision  to  revise  rather  than 
create.  A  costly  chartback  system  had  been  purchased  by  Army  MTFs  to 
accommodate  the  inpatient  medical  record  forms.  A  total  revision  of  forms 
necessitating  a  new  chart  container  was  not  economically  feasible.  It  was 
also  recognized  that  an  automated  record  was  an  eventuality  for  the  AMEDD. 

"Hard  copy"  charts  would  be  replaced  by  computerized  data  files.  Nursing 
personnel  would  be  required  to  adjust  to  another  complete  documentation  change. 
Rather  than  introduce  two  totally  new  systems  within  the  space  of  a  few  years, 
group  members  decided  that  revisions  made  to  the  current  system,  with  the 
introduction  of  as  few  "new"  forms  as  possible,  might  prove  more  acceptable. 
However,  members  recognized  that  regardless  of  proposed  changes,  a  "hard  copy" 
record  would  still  have  a  degree  of  redundancy  and  fragmentation.  While 
automation  would  be  the  best  answer,  any  simplification  of  documentation 
requirements,  and  integration  of  information  in  a  manually  written  form,  would 
begin  to  address  some  of  the  issues  raised  by  nursing  personnel. 

While  group  members  were  completing  their  work,  investigators  contacted 
the  18  chief  nurses  within  HSC  who  had  indicated  interest  in  having  their 
medical  treatment  facilities  (MTF)  further  involved  with  the  study.  Following 
discussions  with  their  commanders,  15  chief  nurses  informally  notified  the 
investigators  that  their  commanders  were  willing  to  invite  study  personnel  to 
their  respective  facilities.  A  letter  (Appendix  D-4)  was  sent  from  the 
Commander,  HCSCIA  to  the  facility  commanders  formally  reauesting  access  to  the 
MTFs.  Additionally,  specific  information  was  requested  (Appendix  D-6)  for  use 
by  study  personnel  to  coordinate  required  logistics  and  select  study  sites. 
Information  included  facility  demographics  (bed  size,  catchment  area,  patient 
population,  services  provided,  etc.),  educational  and  typing  resources  within 
the  Department  of  Nursing,  form  use  estimates,  and  unique  facility 
characteristics  which,  in  the  opinion  of  local  personnel,  might  enhance  or 
impede  study  logistics. 

Testing  was  originally  planned  for  eight  sites.  Because  of  budgetary 
constraints  the  study  was  limited  to  four  MTFs  representative  of  HSC 
facilities.  Criteria  to  ensure  representativeness  were  based  on  previously 
described  demographics,  and  also  included  case  mix  indices  identified  by  HCSCIA 
researchers  conducting  case  mix  analyses  of  Army  inpatient  data.  Additionally, 
three  of  the  test  sites  were  involved  with  another  HCSCIA  study  (i.e., 
ambulatory  care  data  base  study).  It  was  felt  that  site  visits  by 
investigators  to  these  MTFs  could  accomplish  multiple  purposes.  Test  sites  for 
the  current  study  were:  Fitzsimons  Army  Medical  Center,  Aurora,  Colorado; 
Bayne-Jones  US  Army  Community  Hospital,  Fort  Polk,  Louisiana;  Blanchfield  U.S. 
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Army  Community  Hospital,  Fort  Campbell,  Kentucky;  and  Moncrief  U.S.  Army 
Community  Hospital,  Fort  Jackson,  South  Carolina. 

At  the  completion  of  form  and  guideline  development,  prior  to  printing  and 
implementation,  the  Study  Director  and  Investigator  consulted  with  two  JCAH 
nurse  representatives:  one  from  the  central  office  who  was  responsible  for 
answering  questions  regarding  standard  interpretation,  and  another  who  trained 
the  nurse  surveyors.  Forms  and  guidelines  were  reviewed  in  the  context  of 
meeting  JCAH  requirements  for  nursing  documentation.  While  the  JCAH,  as  a 
matter  of  policy,  does  not  endorse  any  specific  form  used  by  an  individual 
facility  or  organization  to  document  patient  care,  the  representatives 
indicated  that,  as  drafted,  the  guidelines  and  purposes  of  proposed  forms 
appeared  to  be  in  concert  with  quality  assurance  and  medical  record 
requirements.  They  encouraged  the  study's  focus  on  the  problems  of  redundancy 
and  fragmentation  in  the  clinical  record. 

A  two  day  pretest  of  forms  was  completed  by  nursing  personnel  on  three 
nursing  units  at  an  Army  medical  center  in  Texas.  Their  comments  and 
suggestions  regarding  clarity  of  questions  on  the  nursing  history  form,  and 
portions  of  the  guidelines  were  incorporated  prior  to  printing. 

Additional  chart  dividers  were  required  to  separate  physician  order  sheets 
within  the  record.  Ordering  of  the  dividers  was  coordinated  by  the 
investigators  directly  with  the  Carstens  Medical  Products  company,  whose  charts 
were  in  use  at  AMEDD  facilities  worldwide. 

Printing  and  distribution  of  forms,  guidelines,  and  instructional  material 
were  coordinated  through  0TS6  and  DA  levels.  Printing  was  accomplished  via  the 
Government  Printing  Office  (6P0).  Appendix  D-8  graphically  portrays  the 
numerous  levels  through  which  the  materials  were  required  to  pass  prior  to 
distribution  to  test  sites.  The  printing  and  distribution  process  took  eleven 
months. 


b.  Findings t 

1)  Priorities.  The  working  group  chose  to  address  priorities  having 
the  broadest  scope  for  all  AMEDD  nursing  personnel.  Based  upon  data  contained 
in  content  analysis  summaries,  the  Phase  II  priorities  were:  physician  order 
transcription;  documentation  redundancy  and  fragmentation;  revision  of  the 
nursing  history,  assessment  and  care  plans;  development  of  a  standardized 
nursing  discharge  format;  and  development  of  a  standardized  educational  program 
or  guidelines  to  implement  any  form  changes. 

2)  Group  Work.  The  working  group  was  divided  into  two  sections. 

One  focused  on  changes  for  the  nursing  history,  assessment  and  care  plan 
formats,  and  nursing  discharge  summary;  the  other,  order  transcription  and 
revision  of  the  TDs.  Each  section's  results  addressed  the  redundancy  and 
fragmentation  issue.  The  entire  group  discussed  the  concept  of  having  all 
nursing  notes  integrated  with  the  progress  notes  of  other  disciplines  on  the  SF 
509.  Group  activities  are  reported  by  priority  or  specific  form.  Significant 
test  form  or  regulation  changes  are  detailed.  Test  forms  and  guidelines  are 
contained  in  Appendix  E. 

a)  Nursing  History.  Assessment  and. Care _PUri,.  Test  forms,  and 
accompanying  guidelines  discussed  in  this  section  are;  DA  Form  3888-2  (Test), 


12 


Nursing  History  and  Assessment  (Appendix  E-2);  DA  Form  3888-3  (Test),  Nursing 
History  and  Assessment,  continued  (Appendix  E-4);  DA  Form  3888-4  (Test), 

Nursing  Care  Plan  (Appendix  E-6) .  These  forms  replaced  DA  Forms  3888  (Nursing 
Assessment  and  Care  Plan)  and  3888-1  (Nursing  Assessment  and  Care  Plan, 
continuation) . 

Group  members  concluded  that  the  admission  nursing  history  and  assessment 
should  be  contained  on  one  sheet  of  paper,  with  pertinent,  but  general,  history 
questions  on  the  front  side,  and  admission  assessment  data  on  the  reverse. 

Minimal  data  required  to  begin  planning  nursing  care  included  information  about 
the  patient's  knowledge  of  reasons  for  hospitalization,  and  usual  health  and 
daily  living  activity  patterns.  However,  instead  of  29  questions  related  to 
such  areas,  as  appeared  on  the  1977  edition,  DA  3888-2  (Test)  contained  eight 
questions  which  were  thought  applicable  to  all  patient  specialties.  Questions 
soliciting  information  found  elsewhere  in  the  patient's  record  (e.g.,  religion, 
date  of  birth,  alcohol  and  tobacco  use,  prior  hospitalizations)  were 
eliminated.  Data  concerning  "known  allergies"  was  of  such  critical  importance 
it  was  included  although  asked  and  recorded  by  other  health  care  providers. 

Blank  areas  were  provided  for  patient  response.  An  area  was  designated  for  a 
local  contact,  not  necessarily  a  "next  of  kin"  listed  on  the  data  card  supplied 
by  the  hospital  administration  section. 

A  section  for  noting  personal  articles  and  valuables  kept  at  the  hospital 
by  the  patient  also  appeared  on  the  front  of  DA  3888-2  (Test).  Group  members 
were  divided  regarding  inclusion  of  such  a  segment;  those  in  opposition 
identified  that,  by  regulation,  such  items  were  required  to  be  deposited  with 
the  hospital  treasurer,  or  if  after  duty  hours,  with  the  appropriate  hospital 
administrative  representative,  e.g.,  staff  duty  officer  or  noncommissioned 
officer  of  the  day.  Those  arguing  for  inclusion  cited  that  such  activities 
often  fell  to  nursing  personnel  to  accomplish,  and  it  was  for  patient 
convenience  that  dentures,  glasses,  small  amounts  of  money,  etc.,  were  left  on 
the  nursing  unit.  It  was  decided  to  test  the  segment.  The  accompanying 
guidelines  specified  that  initialing  the  disposition  of  personal  articles  by 
the  interviewer  attested  only  to  where  such  items  were  consigned,  and  would  not 
be  interpreted  to  mean  that  the  interviewer  was  the  person  who  placed  the 
articles  in  the  designated  area. 

Finally,  there  was  a  section  for  interviewer's  signature.  Group  members 
recognized  that,  while  the  RN  was  ultimately  responsible  for  the  assessment  and 
care  planning,  several  different  levels  of  AMEDD  nursing  personnel,  including 
the  91C  (licensed  practical  nurse)  were  trained  to  obtain  patient  information. 
Additionally,  the  AMEDD  Standards  of  Practice  identified  that  the  nursing 
history  was  obtained  by  "nursing  personnel"  (DA,  1981,  p.  2-2).  As  such,  it 
was  decided  nursing  personnel  other  than  the  RN  would  also  be  authorized  to 
complete  the  history  portion  of  the  DA  3888-2  (Test).  The  form's  reverse 
side  contained  sections  for  nursing  assessment  data,  including  admission  vital 
signs.  Date  and  time  of  assessment  performance  was  designed  to  appear  at  the 
page  top,  followed  by  the  written  nursing  assessment  and  the  RN  signature 
block.  Categories  from  the  AMEDD  Standards  of  Nursing  Practice  were 
overprinted  on  the  bottom  of  the  form  to  serve  as  an  optional  guide  for  the  RN. 
If  completed  at  admission,  the  history  and  assessment  served  as  the  admitting 
nursing  note;  a  duplicate  note  in  the  narrative  progress  notes  was  not  required. 

A  few  words  are  necessary  about  the  overprint  issue.  Group  members  were 
aware  that  the  amount  of  collected  history  and  assessment  data  varied  by 
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specialty  patient,  and  often,  within  the  specialty.  For  example,  data  obtained 
on  a  pediatric  patient  admitted  to  a  specialty  unit  at  a  medical 
center/teaching  facility  could  be  more  extensive  than  that  obtained  on  a 
pediatric  patient  admitted  to  a  pediatric  unit  at  a  small  community  hospital. 
Each  Army  facility  had  unique  characteristics  (e.g.,  level  of  provided 
services,  teaching  requirements)  which  often  influenced  the  amount  of 
information  to  be  collected.  Consequently,  nursing  staffs  of  many  AMEDD 
facilities  had  designed,  and  received  approval  for  the  use  of  overprinted 
material  on  DA  forms.  Because  such  overprints  met  certain  perceived  needs  at 
the  local  facility,  it  was  decided  to  allow  the  use  of  approved  overprinted 
material  on  the  test  forms.  The  DA  Form  3888-3  (Test)  was  designed  to  provide 
room  for  additional  history  and  assessment  data,  or  overprinted  material.  Its 
use  was  optional.  Major  changes  to  the  nursing  care  plan  (DA  Form  3888-4 
[Test])  were  its  expansion  to  both  sides  of  one  form,  thus  allowing  more  room 
for  nursing  care  problems  and  the  overprinting  of  nursing  diagnosis  categories 
to  facilitate  their  use  by  RNs  when  describing  patient  problems.  Use  of  the 
categories  was  optional.  Permission  to  use  the  copyrighted  material  was 
obtained  from  the  McGraw  Hill  Publishing  Company.  Discharge  considerations 
remained  a  section  on  the  reverse  side  of  the  form. 

b)  Nursing  Discharge  Summary.  The  DA  Form  3888-5  (Test), 
Nursing  Discharge  Summary  (Appendix  E~8)  was  developed  for  the  test  period.  It 
had  no  preceding  DA  form. 

After  reviewing  local  facility  developed  discharge  "overprints",  the 
working  group  concluded  that,  regardless  of  what  data  was  collected  when  the 
patient  was  admitted,  there  were  comnonalties  among  discharge  notes.  These 
included:  introductory  material,  such  as  date,  time  and  mode  of  discharge; 
activity  levels  or  restrictions;  dietary  regimens;  medications;  treatments  or 
specialty  teaching,  such  as  wound  care;  instructions  for  follow-up 
appointments;  and  general  comments  regarding  the  patient's  overall  condition. 

All  segments  were  combined  on  the  DA  3888-4  (Test).  Additional  space  was 
provided  for  the  RN's  signature  and  other  pertinent  discharge  information.  The 
form  was  designed  to  supply  three  copies:  one  each  for  the  inpatient  and 
outpatient  records;  and  one  for  the  patient's  use. 

c)  ghy.sic.iaa.  (Icder-,Sheets/Qr.der-Tran.sQripLi.onT  Test  forms 
discussed  in  this  section  are:  DA  Form  4256-1  (Test),  Doctor's  Orders  Form  for 
Medications  (Appendix  E-9);  and  DA  Form  4256-2  (Test),  Doctor's  Orders  Form  for 
Nonmedications  (Appendix  E-10).  These  forms  replaced  DA  Form  4256,  Doctor's 
Orders. 


The  order  transcription  priority  was  very  complex.  Initial  revision 
attempts  dealt  with  developing  an  order  form  which  would  eliminate  the  need  to 
recopy  orders  The  "ideal  order  form"  would  continue  to  meet  all  JCAH 
requirements;  be  easy  to  read  and  use;  contain  an  area  for  the  order  and 
adjacent  grids  for  noting  specific  dates  and  times  of  order  completion;  require 
no  transcription;  and  provide  a  mechanism  for  medication  administration  within 
the  unit  dose  system. 

Following  lengthy  discussions,  it  became  obvious  that  until  the  automated 
medical  record  was  a  reality,  the  "ideal"  form  in  hard  copy  was  not  feasible. 
Space  on  such  a  form  would  allow  only  four  or  five  orders  per  page  (as  opposed 
to  24  orders/page  on  the  1977  edition),  thus  generating  a  greater  mass  of 


paper.  In  order  to  decrease  confusion,  an  ''ideal"  form  would  require  a  minimum 
of  three  sections:  medication,  nonmedication  and  intravenous  solution  orders. 

This  concept,  while  having  some  merits,  was  also  recognized  to  be  a  potential 
irritant  for  the  physician.  Finally,  members  realized  that  eliminating  the 
transcription  requirement  would  also  eliminate  the  forms  to  which  orders  were 
transcribed,  i.e.,  the  TDs.  However,  while  one  problem  would  be  solved,  others 
would  be  created.  Another  strategy  would  be  required  for  the  administration  of 
medication  in  the  unit  dose  system.  Even  if  the  form  design  included  multiple 
copies,  from  past  experience  it  was  known  that  copies  available  for  the  nurses' 
use  were  often  illegible  or  unusable  for  safe  medication  administration. 

Therefore,  an  alternative,  e.g.,  medication  card,  would  eventually  involve 
rewriting  of  the  order.  Additionally,  the  TDs  were  also  used  as  a  mechanism  to 
convey  information  to  other  nursing  personnel  responsible  for  patient  care. 
Eliminating  the  forms  would  effectively  remove  the  tool  used  by  nursing  staffs 
during  "end  of  shift"  report.  The  alternative  required  review  of  each 
patient's  chart  during  shift  change,  a  time  consuming  and  cumbersome  process, 
and  one  which  would  limit  the  record  availability  to  nonnursing  care  providers 
during  the  shift  report  time. 

Short  of  automation,  order  transcription  could  not  be  totally  eliminated. 

Yet,  some  orders,  because  of  either  their  purpose  (orders  written  to  cover 
actions  previously  accomplished  prior  to  admission  or  during  an  emergency)  or 
single  action/one  time  nature  (e.g.,  orders  accomplished  almost  immediately  or 
within  the  tour  of  duty  when  written)  were  the  least  necessary  to  recopy.  Such 
orders  would  be  completed  by  the  time  of  arrival  of  the  following  shift 
personnel,  and  therefore  not  their  responsibility.  Revised  order  sheets  allowed  the 
performance  of  "single  action  orders"  to  be  directly  noted  op  the  forms. 

Single  action  orders  were  defined  as  one-time  orders  which  were  completed 
within  the  responsible  RN's  tour  of  duty  and  which,  once  completed,  required  no 
further  nursing  activity.  If  a  single  action  order  was  no.,  completed  within 
the  prescribed  time,  it  became  a  "delayed  order"  and  required  transcription  to 
the  appropriate  TO. 


Although  transcription  requirements  were  reduced,  group  members  remained 
concerned  about  the  possibility  of  missed  orders  and  chose  to  pursue  the  option 
of  separating  medication  from  nonmedication  orders.  Such  separation  was  felt 
to  have  advantages:  enhanced  quality  assurance  procedures;  facilitated 
monitoring  and  evaluation  of  drug/drug,  drug/food  interactions,  the  use  of 
antibiotics  and  controlled  substances;  the  identification  of  "stat/emergent" 
orders  and  completed  actions  by  nursing  personnel;  and  provision  of  a 
consolidated  record  for  drug  profiles.  Finally,  it  was  recognized  that 
medication  and  nonmedication  orders  would  be  separated  once  the  medical  record 
was  automated.  Because  of  these  factors,  two  triple-copy  sheets,  which  allowed 
for  single  action  order  accountability  were  developed  by  the  working  group. 

The  two  forms  were  color  coded:  white  for  medications;  green  for 
nonmedications.  These  colors  corr^-sponded  to  the  white  (medication)  and  green 
(nonmedication)  TDs  used  to  account  for  order  performance. 

d)  Therapeutic  Documentation  Care  Plans.  Relevant  forms 
discussed  in  this  section  are  DA  Form  4677-1  (Test),  Therapeutic  Documentation 
Care  Plan,  Nonmedication  (Appendix  E-11);  and  DA  Form  4678-1  (Test),  Therapeutic 
Documentation  Care  Plan,  Medication  (Appendix  E-15).  The  test  forms  were 
revisions  of  DA  Forms  4677  (Therapeutic  Documentation  Care  Plan,  Nonmedication) 
and  4678  (Therapeutic  Documentation  Care  Plan,  Medication).  Revision  of 
the  TDs  was  accomplished  by  the  group  members  for  two  reasons:  to  address  the 


redundancy  and  fragmentation  priority;  and  to  provide  a  form  to  reflect  the 
recopied  "delayed  orders"  on  the  revised  physician  order  sheets. 

A  frequently  cited  complaint  about  the  IDs  was  the  repeated  requirement 
for  documentation:  transcribing  the  original  order  to  the  sheets;  accounting 
for  performance  of  the  ordered  activity  with  nursing  personnel's  initials;  and, 
as  necessary,  subsequently  noting  order  results  (e.g.,  effectiveness  of 
analgesic;  appearance  of  wound  following  dressing  change)  in  a  narrative 
nursing  note.  As  a  major  change  of  the  current  study,  the  IDs  were  revised  to 
allow  direct  recording  (with  either  a  coding  system  or  brief  description)  of 
order  results  on  the  appropriate  form.  Be^^ause  of  the  grid  design,  it  became 
possible  to  record  up  to  14  days  of  results. 

Four  codes  were  used  on  the  medication  TD  sheet.  When  only  the  care 
provider  initials  (Code:  "Initials  Only")  appeared  in  the  designated  block,  the 
medication/order  had  been  administered/completed.  Initials  and  "E"  indicated 
that  the  administered  medication  had  achieved  the  desired  effect.  Such 
documentation  required  no  further  explanation  in  the  progress  notes.  Initials 
appearing  with  an  "I"  indicated  that  the  administered  medication  failed  to 
achieve  desired  results  as  specified  in  the  original  order.  Such  a  notation 
required  further  discussion  in  the  progress  notes.  Finally,  the  initials  and 
"0"  indicated  that  the  medication  had  not  been  administered  as  ordered.  This 
also  required  a  progress  note  regarding  the  reason  for  omission  and  subsequent 
follow-up.  Three  codes  were  used  on  the  nonmedication  sheet:  initials  only 
indicated  the  completion  of  the  order;  initials  and  "+"  indicated  that  the 
results  of  the  nursing  intervention  and/or  observation  were  satisfactory  or 
within  normal  limits;  initials  and  "0"  indicated  either  the  results  of  the 
intervention  were  unsatisfactory,  the  intervention  was  omitted,  or  the 
scheduled  observation  went  unobserved.  Again,  use  of  the  "0"  code  required 
further  documentation. 

Nursing  personnel  were  also  authorized  to  record  pertinent  results  data  in 
lieu  of  code  use.  For  example,  if  a  nonmedication  order  required  head 
circumference  measurements  on  an  infant,  the  measurement  could  be  recorded  in 
the  appropriate  date/time  grid  square. 

Color  coding  of  the  two  sheets  was  maintained  to  facilitate  order 
transcription  and  identification.  Recurring,  "PRN"  (as  necessary),  and  single 
action  orders  sections  were  also  retained;  however,  unlike  the  original  TDs, 
each  section  was  printed  on  a  separate  page.  The  TDs  were  redesigned  to 
resemble  a  folder,  which,  when  closed  identified  the  single  orders  on  the  front 
page,  when  opened  contained  the  "PRN"  orders  on  the  right  side  and  recurring 
orders  on  the  left,  and,  when  closed  and  reversed,  continued  recurring  orders. 
This  provided  larger  grid  squares  for  order  notations,  increased  the  numbers  of 
orders  which  could  be  transcribed  to  each  section,  and  increased  room  for  all 
types  of  orders. 

Each  form  was  similar  in  structure  and  purpose:  to  document  order 
completion  and  results.  Informational  content,  however,  differed  for  each 
form.  For  example,  the  medication  TD  referred  to  "Single  Actions,  Delayed 
Orders,  Preoperatives"  on  its  single  order  sect  on,  versus  the  nonmedication  TD 
which  simply  specified  "Single  Actions,  Delayed  Orders."  Medication  PRN  section 
required  the  order  to  specify  the  PRN  medication,  dose,  route,  frequency,  and 
reason;  the  nonmedication  PRN  section  required  the  PRN  action  and  frequency. 
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A  final  major  TD  revision  was  the  printing  on  card  stock  paper.  Because 
of  expanded  use,  it  was  projected  that  the  forms  would  be  handled  more  than  in 
the  past,  and  would  thus  require  sturdier  paper  stock. 

e)  Redundancy _and  Fragmentation  of  Documentation.  Several 
strategies  were  developed  in  the  course  of  test  form  design  which  addressed 
this  priority.  Elimination  of  certain  questions  on  the  history  form  and  the 
use  of  the  admission  assessment  and  discharge  nursing  summary  in  lieu  of 
admission  and  discharge  nursing  progress  notes  decreased  repeated 
documentation.  The  ability  to  record  results  of  nursing  interventions  directly 
on  the  sheet  listing  the  orders  provided  immediate  feedback,  keeping  similar 
data  in  one  area,  yet  not  limiting  the  nursing  staff's  ability  to  expand  on  the 
activity  in  the  progress  notes  as  necessary  for  continuity  of  care.  However, 
the  overarching  concept  which  addressed  the  issue  was  the  use  of  integrated 
progress  notes. 

Integrated  progress  notes  involved  having  all  care  providers 
chronologically  document  patient  progress  in  one  record  area,  rather  than 
separating  nursing  notes  from  progress  notes  of  other  disciplines.  The 
integration  had  been  cited  as  promoting  reading  of  other's  notations  and 
reducing  redundant  documentation  in  the  patient  record  (Niederbaumer,  1984). 

Such  combined  notes  had  been  successfully  used  by  AMEDD  psychiatry  service 
personnel  in  various  Army  hospital  facilities.  Nurses  in  extended  care  roles 
such  as  anesthesia,  midwifery,  and  community  health  had  also  integrated  their 
notes  with  those  of  other  disciplines.  However,  because  of  Army  reguUtions, 
prior  to  the  current  study,  other  Department  of  Nursing  personnel  (e.g.,  head 
and  staff  nurses  and  paraprofessionals)  were  precluded  from  recording 
information  on  the  SF  509  (Progress  Notes)  and  required  to  record  narrative 
notations  on  the  SF  510  (Nursing  Notes).  This  provided  a  "source-oriented" 
record  which  resulted  in  duplication  of  information  and  required  searching  of 
the  chart  to  obtain  the  entire  "picture"  of  the  patient's  hospital  course. 

Several  elements  were  necessary  to  facilitate  the  use  of  the  integrated 
notes  by  nursing  personnel,  most  importantly,  the  provision  of  a  "flowsheet"  to 
subsume  the  bulk  of  daily  routine  activity  documentation.  The  TD  revisions 
were  projected  to  provide  such  a  documentation  sheet,  and  thus  allow  nursing 
notations  in  the  progress  record  to  reflect  deviations  from  normal  responses, 
summative  statements  covering  multiple  activities,  daily  physical  assessment 
data,  etc.  Identification  of  the  note's  source  was  accomplished  by  having 
nursing  personnel  precede  each  notation  with  the  nursing  care  plan  ("NCP") 
problem  number  to  which  the  note  referred,  or  the  statement  "Nursing  Note." 
Nursing  personnel  were  encouraged  to  read  the  previous  entries  written  by  other 
disciplines  to  avoid  duplicating  infonnation  and  to  remain  informed. 

Guidelines  (Appendix  E-21)  governing  the  use  of  the  integrated  progress 
note  included  segments  on  the  format,  frequency  and  content  of  notations.  The 
guidelines  also  specified  that  all  nursing  personnel  were  authorized  to  chart 
on  the  SF  509  and  specifically  addressed  review  of  progress  notes  by  the  charge 
nurse  and  student  documentation. 

f)  Test  Form  Guidelines  and  Programmed  Text.  To  provide  for 
minimal  personal  interpretation,  guidelines  for  all  test  forms  used  were 
prepared  and  distributed  with  the  DA  implementing  directive  authorizing  the 
study  implementation.  Guideline,  were  written  by  the  same  group  members 
responsible  for  specific  form  design.  Final  edit  was  completed  by  the 
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investigators.  In  addition,  a  linear  programmed  text  (Appendix  E-65)  was 
adapted  from  the  guidelines  to  further  enhance  a  standard  implementation  effort 
at  all  facilities. 

6.  PHASE  III 

a.  Methodology.  Significant  components  of  this  phase  included:  project 
officer  training;  site  preparation;  site  implementation;  investigator  follow¬ 
up;  and  on-going  site  activity  (Appendix  F).  Details  are  chronicled  by 
respective  project  officers  in  Appendix  G.  General  methods  are  outlined  in 
this  segment. 


1)  Project  Officer  Training.  While  awaiting  the  completion  of 
study  materials'  printing  and  distribution,  chief  nurses  at  each  test  site  were 
requested  to  appoint  a  project  officer  who  would  serve  as  the  point  of  contact 
for  the  local  facility,  through  whom  all  site  logistics,  local  implementation 
plans,  questions,  and  other  issues  germane  to  the  study  operation  were 
coordinated.  Chief  nurses  were  guided  only  by  the  request  that  the  appointed 
person  have  access  to  all  areas  of  the  hospital's  operations  and  not  likely  be 
reassigned  on  a  permanent  change  of  station  to  another  AMEDD  facility  during 
the  study's  course.  Appointed  ANC  officers'  positions  differed;  however,  each 
officer  was  one  whose  position  and  abilities  facilitated  positive  interaction 
between  clinical,  administrative  and  support  services  required  by  the  study 
methods.  Project  officers  included:  Quality  Assurance/Risk  Manager  (FAMC); 
Chief,  Clinical  Nursing  Service  (Ft  Polk)  and  Nurse  Methods  Analysts  (Fort 
Campbell  and  Fort  Jackson).  Chief  nurses  were  also  requested  to  appoint  two 
additional  personnel  to  assist  the  project  officers  with  training  requirements 
and  implementation  issues. 

In  preparation  for  site  implementation,  project  officers  and  their  staffs 
attended  a  week-long  training  session  at  Fort  Sam  Houston,  Texas,  in  June 
1985.  They  received  briefings  similar  to  those  given  to  working  group  members 
in  Phase  II.  The  study's  historical  perspective,  and  priorities  were  reviewed; 
Inspector  General  and  JCAH  documentation  issues  were  discussed,  etc.  Attendees 
learned  of  each  stage  of  form  development,  why  some  options  were  rejected  by 
working  group  members,  and  others  further  expanded.  Each  form,  and  its 
applicable  guideline  was  reviewed  in  detail.  This  training  provided  project 
officers  with  answers  to  questions  likely  to  arise  during  site  training  and 
implementation. 

Project  officers  returned  to  their  facilities  to  plan  implementation,  and 
reconvened  with  investigators  in  October  1985,  immediately  prior  to  site 
preparation  to  review  implementation  plans.  This  also  provided  an  opportunity 
for  final  questions  and  issue  clarification. 

2)  Site  Preparation.  Project  officers  were  responsible  for 
coordinating  all  training  at  each  site.  They  were  provided  with  educational 
material,  including  a  programmed  text,  transparencies  f"T  classes,  and 
information  papers  describing  the  study,  prepared  by  the  investigators,  for 
various  groups  of  hospital  personnel  (Appendix  F).  However,  to  facilitate 
training,  except  for  forms,  guidelines  and  programmed  text  review,  the  .  'aching 
program  was  structured  by  the  site  project  officer  and  trainers  who  were  in  the 
best  position  to  identify  facility  needs  and  appropriate  types  of  inservice 
education.  Test  forms  and  guideline  use  affected  numerous  levels  within  the 
facility;  therefore,  classes  and  briefings  were  conducted  for  other 
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professional  and  administrative  staffs,  as  well  as  nursing  personnel. 

Scheduling  of  classes  was  under  the  purview  of  the  individual  project  officer. 

Prior  to  implementation  of  the  forms,  distribution  logistics  were 
coordinated  between  the  project  officers,  local  forms  managers  and  wardmasters 
to  ensure  adequate  supplies  of  forms  on  nursing  units.  Chart  dividers  were 
also  distributed  to  wardmasters  for  inclusion  in  patient  charts  on  the  first 
day  of  form  implementation. 

3)  Site  Implementation.  Minimal  delay  was  experienced  between 
scheduled  classes  and  forms  implementation.  Actual  use  of  the  forms  began 
within  two  weeks  of  all  class  completion.  Test  forms  and  guidelines  were  used 
on  all  inpatient  units  for  a  period  of  four  months.  Days  one  through  30  were 
designated  as  a  phase-in  period:  all  patients  admitted  to  the  facility  had  new 
form'^  placed  in  their  records;  patients  admitted  prior  to  Day  One  had  their 
charts  gradually  converted  to  new  forms,  unless  they  were  to  be  discharged 
within  the  first  two  weeks.  It  was  originally  planned  to  have  records  of  any 
remaining  patients  converted  by  the  end  of  the  30  day  phase;  however,  all 
patient  records  at  each  site  were  converted  to  test  forms  within  two  weeks  of 
the  start  date  which  kept  dual  records  system  to  a  minimum.  Thus,  by  the  end 
of  the  first  month,  all  inpatient  records  reflected  the  new  test  forms.  Copies 
of  test  forms,  guidelines  and  the  DA  implementing  directive  authorizing  test 
material  were  kept  on  file  in  each  facility's  medical  records  section. 

FAMC  and  Ft  Jackson  completed  training  in  November  and  implemented  test 
forms  in  December  1985.  Forts  Campbell  and  Polk  completed  training  in  December 
and  January,  implementing  forms  in  January  1986. 

4)  Investigator  Visits.  Two  investigators  visited  each  site  during 
the  first  test  month  to  meet  with  staff  members  and  answer  questions  about  the 
entire  study.  In  addition  to  meeting  with  nursing  and  administrative 
personnel,  meetings  were  held  with  facility  commanders.  Investigators  spent 
from  three  to  five  days  at  each  site  and  visited  all  nursing  units  at  least 
once  during  the  day,  evening  and  night  shifts  to  avail  themselves  to  hospital 
personnel  working  alternate  shifts.  Investigator's  activities  were  planned  by 
project  officers  to  allow  maximum  exposure  to  facility  personnel.  Trip  reports 
were  written  and  distributed  to  all  test  sites  to  identify  common  issues  for 
clarification,  as  well  as  communicating  various  strategies  which  appeared  to  be 
successful  with  implementation  problems. 

5)  On-going  Site  Activity.  Project  officers  and  trainers  repeated 
training  programs  for  newly  assigned  personnel.  Additionally,  training  was 
required  on  a  recurring  basis  for  reserve  component,  contract  and  student 
personnel.  Most  training  was  conducted  in  large  groups.  One  facility 
developed  a  video  tape  for  use  during  subsequent  training  sessions. 

At  the  end  of  the  four-month  trial  period,  all  sites  elected  to  continue 
use  of  test  forms  for  the  remainder  of  the  authorized  two  year  period.  The 
decision  to  continue  was  made  jointly  by  nursing,  command  and  clinical  services 
staff.  Form  use  estimates  were  revised;  additional  forms  were  ordered,  printed 
and  distributed  via  the  same  process  outlined  in  Phase  II.  Guideline  and  pro¬ 
grammed  texts  were  locally  reproduced  by  each  facility  on  an  "as  needed"  basis. 

b.  Findings.  Details  of  site-specific  implementation  activities  are 
found  in  Appendix  G,  Project  Officer  Reports.  However,  several  issues  common 
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to  all  sites:  mi ;r '  ted  forms;  lack  of  forms;  overprints;  inability  to  use  a 
yellow  highlighter  to  discontinue  orders;  questions  regarding  form  use,  are 
discussed  in  this  segment. 

1)  Misprinted  Forms.  Following  the  11  month  printing  process,  forms 
were  shipped  directly  from  the  6P0  contracted  printers  to  the  test  sites,  OTSG 
and  HCSCIA  offices.  Upon  arrival  it  was  discovered  that  the  IDs  and  physician 
order  sheets  had  been  misprinted.  Both  IDs  were  printed  in  green  color  and  the 
TD  medication  sheet  (DA  Form  4678-1  Test)  was  missing  the  slash  through  the  "0" 
code.  Physician  order  sheets  were  both  printed  in  white. 

Misprinted  forms  arrived  within  one  month  of  the  scheduled  training  period 
for  all  test  sites.  Following  discussions,  project  officers  and  investigators 
decided  to  proceed  with  implementation  plans  in  spite  of  the  errors.  Project 
officers  felt  the  errors  could  be  dealt  with  during  training  while  awaiting 
corrected  copies.  It  was  the  consensus  that  site  staffs  were  ready  to  begin 
the  ‘^tudy,  all  log. sties  had  been  managed  well,  and  that  further  delay  would 
prompt  disinterest.  Study  investigators  believed  that  reprinted  forms  would 
arrive  during  the  test  period,  and  as  such  it  was  decided  that  local  staff 
members  could  be  told  of  the  errors  during  training. 

Local  nursing  staffs  used  creative  means  of  providing  quick  identification 
of  the  different  misprinted  forms.  In  most  instances,  the  titles  of  the  TDs 
were  highlighted  in  yellow  to  distinguish  one  from  the  other.  Although  the 
doctor's  order  sheets  were  separated  by  chart  dividers  which  identified  the 
medication  from  nonmedication  order  sections,  confusion  reigned  during  the 
first  several  weeks  of  implementation.  Color  coding  of  medication  and 
nonmedication  order  sheets  and  TDs  had  been  planned  to  preclude  exactly  the 
confusion  the  misprinting  had  created,  yet,  there  were  no  unusual  occurrences 
generated  as  a  result  of  the  printing  errors. 

Reprinting  of  forms  was  '.ompleted  following  extensive  coordination  between 
investigators,  the  OTSG  Nursing  Consultant  and  DA  forms  and  publications 
personnel.  The  reprint  and  distribution  process  consumed  five  months,  with 
forms  arriving  at  the  end  of  the  study  period,  rather  than  beginning,  leading  to 
another  problem  experienced  by  all  sites  during  implementation:  a  lack  of  forms. 

2)  Form  Supply.  During  the  Planning  Phase,  test  site  personnel 

had  been  asked  to  estimate  monthly  form  usage.  The  estimate  included  the  number 
of  patient  discharges  (to  calculate  the  quantity  of  discharge  summaries);  and 
numbers  of  overprints  used  by  the  facilities  (since  many  of  those  overprints 
would  be  using  the  revised  TD  and  order  sheets).  The  investigators  increased 
all  estimates  by  ten  percent;  yet,  form  estimates  were  approximately  40%  less 
than  actually  used  during  the  test  period.  The  underestimation  was  believed 
related  to  the  misprinting,  an  increased  use  of  forms  for  training,  and  an 
increased  "throw  away"  factor  as  staff  members  began  to  experiment  with 
overprinting  the  new  forms  with  approved  material. 

Because  of  their  construction,  some  forms,  i.e.,  DA  Forms  3888-2,  -3,  -4 
(Test),  could  be  locally  reproduced.  FAMC  was  the  only  facility  with  the 
capability  ^nd  moneys  to  re.fjroduce  the  TD  folders  as  levels  became  low. 

Emergency  supplies  were  shipped  between  facilities  to  "get  by"  until  reordered 
shipments  arrived. 
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3)  Overprints.  As  previously  stated,  local  facilities  had  modified 
the  1977  forms  through  the  use  of  overprinted  material.  The  approved 
overprints  were  authorized  for  use  on  the  test  forms.  Difficulties  were 
encountered  with  overprinting  the  material  onto  the  TDs,  order  sheets  and 
discharge  summary  because  of  their  structure.  This  became  one  of  the  more 
significant  problems  during  testing  and  was  overcome  by  several  innovative 
methods  at  each  site. 

Because  of  its  on-site  printing  capability,  FAMC  was  the  only  facility 
able  to  reconfigure  printing  equipment  to  allow  hand-feeding  of  order  sheets 
and  TDs  which  produced  the  required  overprinted  material.  While  waiting  for 
overprinted  documents  to  be  produced  from  modified  printing  equipment,  several 
computerized  typewriters  were  used  to  generate  overprinted  documents.  However, 
the  first  dilemma  faced  by  forms  management  personnel  at  this  facility  was  the 
volume  of  requested  overprinted  material.  Once  the  "presses"  were  rolling, 
stock  levels  were  maintained  to  preclude  similar  problems  at  FAMC. 

The  three  other  test  sites,  smaller  in  size  than  FAMC,  and  tenant 
facilities  on  their  respective  military  posts,  did  not  have  the  capability  to 
reconfigure  thei)^  own  printing  equipment,  and  were  dependent  upon  support  from 
the  post-wide  printing  service  to  assist  in  addressing  the  overprint  issue. 

None  of  the  printing  machines  available  at  the  test  sites  or  in  respective 
local  communities  had  the  capability  of  overprinting  forms  in  either  a  bifold 
design  (as  the  TDs  were  configured)  or  heavier  weight  paper.  The  three  sites 
accomplished  the  overprint  tasks  through  the  use  of  local  word-processing 
equipment,  which  allowed  forms  to  be  hand-fed  into  a  computer  (a  labor- 
intensive,  time  consuming  feat),  or  through  the  use  of  rubber  stamps  to  imprint 
necessary  material  directly  onto  the  form  at  the  unit  level. 

Overprinting  of  the  multiple-copy  forms  (doctor's  orders  and  discharge 
summary)  was  also  handled  most  often  by  word  processing  equipment  at  Forts 
Campbell  and  Polk.  Because  of  limited  word  processing  capabilities,  personnel 
at  Ft  Jackson  chose  to  copy  the  front  page  of  an  overprinted  doctor's  order 
sheet,  type  on  that  single  sheet  any  standing  orders  and  then  reproduce  those 
orders  as  single  sheets.  Pharmacy  personnel  were  given  copies  of  the  standing 
orders  to  maintain  on  file. 

Eventually,  all  sites  were  able  to  come  to  terms  with  the  overprint 
issues.  However,  this  was  perceived  by  all  site  personnel  as  a  major 
stumbling-block  to  implementation.  The  eventual  resolution  and  positive 
outcomes  were  often  displaced  by  the  initial  frustration  felt  by  care  providers 
as  they  attempted  to  test  the  forms. 

4)  Yellow  Highlighter  A  yellow  highlighter  had  been  authorized 

for  use  in  easily  identifying  discontinued  orders  on  the  1977  forms.  The  study 
group  had  been  advised  by  medical  records  personnel  at  the  Headquarters,  Health 
Services  Command,  that  serious  consideration  was  being  given  to  discontinuing 
use  of  the  highlighter  because  of  reports  of  misuse,  specifically  use  of  a 
darker  highlighting  colors  when  the  light  yellow  was  not  obtainable.  This 
often  led  to  obliteration  of  the  orders  on  the  TD  sheets.  Thinking  that 
highlighter  use  was  "on  the  way  out",  the  study  group  decided  tc  test 
highlighter  discontinuation.  A  mechanism  was  devised  to  indicate  discontinued 
orders  by  penning  a  line  through  the  remaining  dates  appearing  on  +he  pertinent 
TD  sheet.  This  mechanism  was  fully  explained,  with  pictured  example,  in  the 
test  form  guidelines. 
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The  inability  to  use  the  highlighter  to  discontinue  orders  was  cited  by 
personnel  at  all  facilities  as  another  significant  problem  because  of  the  ease 
with  which  such  orders  could  be  identified.  In  spite  of  the  fact  that  another 
process  was  in  place  to  discontinue  an  order,  during  a  busy  shift,  such  lines 
drawn  by  a  pen  could  be  overlooked  by  nursing  personnel  and  current  orders 
could  be  easily  missed  when  buried  among  discontinued  orders.  Test  site 
personnel  attempted  to  overcome  this  problem  by  skipping  additional  lines 
between  orders  on  the  TDs  or  drawing  heavier  lines  to  denote  discontinued 
orders.  However,  once  it  became  apparent  that  the  entire  highlighter  issue  was 
not  going  to  be  discontinued  at  the  headquarters  level,  the  principal 
investigator  made  the  decision  to  allow  sites  to  resume  the  use  of  the 
highlighter,  and  thus,  ignore  one  element  of  the  test  form  guidelines.  This 
completely  resolved  this  issue  among  site  personnel. 

5)  Questions  Regarding  Form  Use.  Guidelines  for  the  use  of  each 
test  form  and  the  integrated  progress  notes  were  distributed  to  all  test  sites 
and  incorporated  into  implementation  teaching.  A  programmed  text  was  also 
provided  for  site  personnel  to  familiarize  them  with  form  structure  and  use 
changes.  However,  questions  regarding  form  use  and  documentation  changes 
continually  arose  during  testing  periods.  Project  officers  at  each  site  were 
advised  to  ask  themselves  two  initial  questions  whenever  issues  were  raised  by 
personnel:  "What  do  the  guidelines  say  about  the  issue?";  and,  "If  not  covered 
in  the  guidelines,  what  was  the  process  in  place  prior  to  the  test  period?" 

For  example,  if  questions  were  raised  about  the  frequency  with  which  narrative 
notations  were  required  to  be  made  in  progress  notes,  the  investigators 
referred  inquiries  to  the  guidelines.  However,  if  a  question  was  asked  such 
as:  "Where  are  forms  filed  in  the  medical  record?"  the  response  by 
investigators  was  apt  to  be  "What  did  you  do  before  the  test  period?  How  were 
forms  f^ed  then?"  Once  site  personnel  became  more  comfortable  with  the  test 
forms  and  familiar  with  guidelines,  most  questions  were  easily  resolved.  The 
general  "rule  of  thumb"  became  "business  as  usual  if  not  specifically  addressed 
in  the  guidelines." 

7.  PHASE  IV. 

9'  Methodology.  Significant  activities  in  this  phase  included  site 
debriefing  of  project  officers  (POCs),  JCAH  and  IG  surveys  of  patient  records, 
and  personnel  surveys  regarding  documentation  changes. 

1)  Project  Officer  Debriefing.  In  May,  1986,  following  the  use  of 
test  forms  at  each  site  for  approximately  five  to  six  months,  project  officers 
reconvened  at  Fort  Sam  Houston,  Texas.  Two  POCs  were  scheduled  for 
reassignment  prior  to  distribution  of  participant  questionnaires  in  July,  1986. 
Although  each  POC  would  submit  a  written  summary  of  activities  at  their 
facility,  their  perceptions  of  the  implementation  phase  and  its  intricacies 
were  critical.  Prior  to  arrival,  officers  had  independently  requested  staff 
input  regarding  each  form,  the  guidelines,  programmed  text. 

During  the  two  day  session,  each  form  was  discussed  in  detail,  suggestions 
for  revisions  were  noted  and  accompanying  guideline  directives  were  also  reviewed 
for  appropriate  changes.  Additionally,  officers  and  investigators  discussed 
recommendations  for  worldwide  implementation  of  forms  and  regulation  changes. 

2)  JCAH  and  IG  Surveys.  Medical  records  at  three  test  sites  were 
reviewed  by  nurse  surveyors  of  the  HSC  16  team  during  regularly  scheduled 
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inspections.  One  site  was  surveyed  by  the  JCAH  nurse  representative  during  a 
regularly  scheduled  tri-annual  facility  survey.  IG  members  had  served  on  the 
study  working  group  and  were  thus  familiar  with  test  forms  and  guidelines.  The 
principal  investigator  met  with  the  JCAH  nurse  surveyor  prior  to  the  survey  to 
describe  the  study  and  review  the  forms  and  guidelines  which  would  appear  in 
the  patient  records. 

IG  surveyors  used  documentation  requirements  as  specified  in  the  AMEDD 
Standards  of  Nursing  Practice,  AR  40-407,  and  the  JCAH  Standards  for  Nursing 
Services  as  criteria  for  record  review.  JCAH  surveys  are  completed  against 
their  specific  criteria. 

All  surveyors  conducted  retrospective  and  concurrent  reviews  of  sampled 
patient  records.  Surveys  were  conducted  in  the  usual  manner  used  by  each 
survey  team  for  all  facilities,  hence  there  was  no  reason  to  believe  methods  at 
these  four  facilities  differed  from  methods  employed  when  reviewing  patient 
records  at  other  AMEDD  facilities. 

3)  Personnel  Surveys. 

a)  Study  Population.  During  Phase  II,  working  group  members 
identified  the  need  to  formally  survey  site  personnel  regarding  their 
perceptions  of  the  documentation  changes.  The  interest  in  the  study  issues 
prompted  the  decision  to  afford  all  personnel  having  experience  with  the  tested 
elements  on  inpatient  units  the  opportunity  to  participate.  Health  care 
providers  having  no  exposure  to  test  forms,  e.g.,  those  in  ambulatory  care 
environments,  were  excluded.  No  attempt  was  made  to  contact  personnel  outside 
the  system  on  extended  leave,  TDY,  etc.  The  study  population  included  nursing 
personnel  (civilian  and  military  Registered  Nurses  [RN]  and  paraprofessional 
personnel),  nursing  unit  clerks  (ward  secretaries),  and  other  professional 
staff  (Medical  [MC],  Dental  [DC],  Medical  Service  [MS],  and  Army  Medical 
Specialist  Corps  [SP]  officers  and  their  civilian  counterparts,  and  Physician's 
Assistants  [PA]). 


b)  Instrument.  Study-specific  questionnaires  were  constructed 
for  each  of  ihe  four  subject  groups:  Registered  Nurse  (Appendix  H-2) , 
Paraprofessional  (Appendix  H-14) ,  Unit  Clerk  (Appendix  H-25),  and  Other 
Professional  Staff  (Appendix  H-32).  During  questionnaire  development  input  was 
received  from  m'^mbers  of  the  working  group,  study  director  and  project  officers 
to  identify  specific  points  for  query. 

The  questionnaires  contained  multiple  sections  with  common  questions 
repeated  on  each  questionnaire.  Those  questions  relevant  (applicable)  to  only 
one  specific  group  were  excluded  from  other  group  questionnaires.  For  example, 
the  writing  of  nursing  orders  on  the  nursing  care  plan  and  use  of  nursing 
diagnoses  are  specific  to  the  RN  function.  Questions  in  this  domain  appeared 
only  on  the  RN  questionnaire. 

Sections  on  the  RN,  paraprofessional,  and  unit  clerk  questionnaires  dealt 
with  comparing  the  "old  system  of  documentation"  with  tested  elements;  each 
tested  form  and  the  integrated  progress  note.  "Other  professional  staff"  (OPS) 
questionnaires  included  segments  regarding  their  use  of  nursing  documentation 
forms  for  learning  about  nursing  activities  and  patient  condition,  the 
physician's  order  sheet,  and  integrated  progress  notes.  Professional  data  and 
open-ended  response  segments  completed  all  surveys. 
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Subjects  were  asked  to  respond  to  most  questions  by  circling  a  number 
which  corresponded  to  a  four  element  Likert  scale:  "Strongly  Agree;"  "Agree;" 
"Disagree;"  "Strongly  Disagree."  A  neutral  response,  such  as  "No  opinion,"  was 
not  included,  thus  forcing  participants  to  make  a  selection  signifying  specific 
opinions. 

Questionnaires  were  accompanied  by  an  introductory  letter  signed  by  either 
the  principal  investigator  of  the  study  or  Commander,  HCSCIA.  For  coding 
purposes,  case  numbers  were  stamped  on  each  booklet  to  identify  facility,  type 
of  provider,  and  case. 

Prior  to  distribution,  the  questionnaires  were  independently  assessed  for 
content  validity,  clarity,  and  appropriateness  of  ques-tions  by  working  group 
members,  project  officers,  the  study  director,  and  ANC  officers  at  Brooke  Army 
Medical  Center,  Fort  Sam  Houston,  Texas.  Because  these  officers  had  had  prior 
experience  with  test  forms,  either  through  initial  development,  field-testing, 
or  implementation  it  was  felt  they  could  validly  test  the  instrument.  The 
reviewers  believed  the  instruments  to  be  comprehensive,  inclusive,  and  valid 
vis-a-vis  study  objectives. 

c)  Procedure.  Project  officers  identified  the  numbers  of  staff 
at  their  respective  sites  who  would  be  available  during  the  last  two  weeks  of 
July,  1986,  to  complete  questionnaires.  Serially  numbered  questionnaires  were 
placed  in  envelopes  with  corresponding  numbers.  The  first  digit  of  the  case 
number  signified  questionnaire  type;  the  second  digit  identified  test  site, 
followed  by  a  three  digit  case  number.  Cartons  containing  the  questionnaires 
and  envelopes,  with  the  four  types  separated  by  rubber-band,  were  shipped  to 
project  officers  on  16  July  1986.  Additional  questionnaire  copies  were 
provided  in  case  of  misplaced  questionnaires,  or  if  the  original  subject 
estimate  was  low. 

Directions  (Appendix  H-40)  were  mailed  to  each  project  officer  to 
facilitate  establishing  a  distribution  and  retrieval  system.  Project  officers 
were  authorized  an  assistant  as  necessary,  but  retained  ultimate  responsibility 
for  the  operation.  Participants  were  assured  of  confidentiality  and  informed 
that  data  would  be  reported  in  an  aggregate  manner.  Subject's  consent  to 
participate  was  implied  by  completion  of  the  questionnaire.  Individuals 
choosing  not  to  participate  were  requested  to  return  questionnaires  to  project 
officers  in  sealed  envelopes.  In  that  manner,  regardless  of  retrieval  system, 
the  project  officer  would  not  know  who  had  or  had  not  chosen  to  complete 
questionnaires. 

Project  officers  returned  collected  and  extra  questionnaires  to  the  study 
activity  by  1  August  1986.  Those  questionnaires  not  initially  returned  were 
separately  mailed  during  August. 

ci)  Data  Analysis.  Subject's  responses  were  keyed  directly  from 
questionnaire  to  tape  with  100%  verification.  Statistical  analyses  were 
performed  using  the  Statistical  Package  for  the  Social  Sciences  (SPSS-X,  1986). 
Frequency  distributions  were  computed  for  all  variables.  Crosstabulations  were 
conducted  between  various  sub-groups  on  select  variables  within  each  category 
of  item.  Content  analysis  was  completed  by  the  investigators  on  all  open 
ended  question  responses. 


b.  Findings. 

1)  Project  Officer  Debriefing.  All  project  officers  (POCs) 
attended  the  debriefing,  and  brought  comments  solicited  from  personnel  at  their 
facilities.  Their  summaries  of  project  implementation,  including  site  specific 
comments  regarding  all  tested  elements,  are  contained  in  Appendix  G.  Because 
of  the  open  discussion  format  of  the  two  day  meeting,  the  findings  reported 
below  are  taken  from  notes  recorded  by  project  investigators,  and  POC  summaries. 
Quoted  remarks  are  representative  of  group  consensus  in  each  cited  area. 

a)  Nursing  History  and  Assessment  Forms.  Project  officers 
agreed  that  their  personnel  "liked"  the  revised  formats,  and  suggested  the 
following  changes  when  the  form  was  revised: 

-  elimination  of  the  "yes/no"  column,  thus  providing  a  comment 
space  for  patient  response; 

-  combining  questions  7  (What  other  concerns  do  you  have?) 
and  8  (How  can  we  be  most  helpful?)  into  a  Miscellaneous 
Information  block  which  could  be  used  to  identify  other 
concerns  the  patient  may  have  with  hospitalization; 

-  addition  of  the  words  "Date/Time"  in  the  upper  left 
hand  corner  of  the  assessment  data  area; 

-  elimination  of  the  block  reading  "Typed  or  Printed 
Name  of  RN,"  thus  allowing  only  for  the  signature 

of  the  RN  to  appear  at  the  end  of  the  assessment; 

POCs  also  agreed  that  DA  Form  3888-3  (the  continuation  form),  although 
infrequently  used  on  some  units,  seemed  to  be  used  by  othe'^s  (particularly  if 
lengthy  assessments  and  int«r-unit  transfers  were  common)  with  regularity. 

They  further  agreed  that,  because  of  unit  specific  needs,  the  form  should  be 
kept  in  the  inventory. 

b)  Nursing  Care  Plan.  Group  agreement  was  unanimous  in  the 
following  areas: 


-  this  frequently  used  form,  needed  to  be  printed  on 

more  sturdy  paper,  with  reinforced  holes,  to  prevent  ripping; 

-  the  space  for  discharge  considerations,  which  are  started  at 
the  time  of  admission,  should  be  moved  to  the  front  side  of  this 
form,  thus  reminding  nursing  personnel  of  their  importance; 

One  site's  POC  brought  the  suggestion  that  a  statement:  "Care  plan  reviewed 
with  patient,"  be  printed  on  the  form,  accompanied  by  a  block  for  the  patient's 
initials.  Following  discussion,  it  was  decided  that  such  a  comment  would  be 
left  to  the  individual  nursing  unit's  discretion  for  overprint  at  the  local 
level.  POCs  were  divided  on  the  issue  of  whether  or  not  to  leave  the 
nursing  diagnoses  on  the  reverse  side  of  the  form;  while  all  agreeing  they 
personally  found  them  helpful,  only  two  POCs  felt  they  had  enough  support  from 
their  site  personnel  to  warrant  recommending  that  the  diagnoses  continue  to  be 
ove'^printed  on  this  form.  All  agreed  to  await  data  from  participant  surveys. 
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c)  Nursing  Discharge  Summary.  Project  officers  agreed  that 
this  was  a  very  popular  form;  nursing  personnel  were  interested  in  having  it 
maintained,  in  some  fashion,  following  study  completion.  POCs  further  agreed 
that  the  form  design  was  very  busy;  the  numerous  lines  decreased  clarity  and 
frequently  took  up  space  which  could  be  used  for  other  discharge  instruction 
segments.  They  recommended  that  redesign  include  the  elimination  of  lines 
within  major  sections,  and  simplification  of  the  "Follow  Up"  section  to  allow 
for  specific  data  as  required  for  discharge.  The  medication  and  treatment 
blocks  were  often  found  by  site  personnel  to  require  additional  space,  although 
project  officers  agreed  that  such  comments  really  depended  on  the  specialty  of 
the  nursing  unit.  For  example,  patients  on  medicine  units  frequently  were 
discharged  with  numerous  medications,  while  those  on  surgical  specialty  units 
were  often  required  to  perform  treatments  at  home.  Group  members  decided  that 
it  would  be  impossible  to  satisfy  all  such  unique  issues.  The  carbon 
quality  of  the  copies  had  also  proven  to  be  poor,  prompting  suggestions  that 
the  second  copy  be  designated  for  the  patient.  Additionally,  everyone  also 
agreed  that  the  ideal,  a  multidisciplinary  discharge  note,  should  eventually  be 
developed. 


d)  Doctor's  Order  Sheets.  All  agreed  that  the  separation  of 
medication  and  nonmedication  orders  onto  two  different  sheets  had  created 
significant  problems  for  both  nursing  and  physician  staff,  among  which  was  an 
adversarial  relationship  between  physician  and  nurse  as  each  grappled  with 
remembering  which  form  should  be  used  for  what  type  of  orders.  Project 
officers  noted  they  repeatedly  heard  physicians  remark  that  they  felt  "nursing 
was  making  us  do  this,"  while  frequent  comments  among  nursing  personnel 
expressed  a  dislike  at  being  the  "traffic  cop"  and  "fighting"  with  the 
physicians  over  which  form  was  to  be  used.  As  reported  in  Phase  III  findings, 
this  problem  was  compounded  by  initial  printing  errors  (incorrect  color 
coding).  From  POC  comments,  it  appeared  as  if  such  tensions  and  difficulties 
remained  throughout  the  entire  utilization  period.  POCs  also  reported  that 
nursing  staffs  were  increasingly  made  to  flip  back  and  forth  among  orders  to 
double  check  for  missed  orders.  While  all  project  officers  felt  their  nursing 
personnel  and  many  physicians  agreed  that  separating  orders  had  its  merits,  if 
continued,  it  had  to  be  done  on  one  sheet  of  paper.  Design  concerns  were 
also  expressed  by  the  POCs: 

-  physicians  complained  that  there  was  not  enough  room  for 
writing  orders; 

-  line  spacing  did  not  conform  to  standard  typewriter  spacing, 
and  thus  made  overprinting  orders  using  a  form  fed  machine  very 
difficult  and  time  consuming; 

-  the  reinforced  sheet  top  could  not  be  fed  through  an 
automatic  copy  feeder  to  facilitate  overprinting,  further 
requiring  a  time  consuming  "hand  feed;" 

-  the  third  copy  of  the  sheet  (buff  colored,  specified  for 
nursing  use)  was  usually  of  such  poor  quality  it  was  not 
utilized  by  nursing  personnel;  nursing  staffs  also 
indicated  infrequent  use  of  this  copy  even  when  legible. 

-  the  order  sheet  numbers  were  not  sequential  with  their 
corresponding  therapeutic  documentation  care  plans,  and  thus. 
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would  be  filed  separately  in  the  patient  record,  causing 
further  difficulty  tracking  orders  and  nursing  actions. 

e)  Therapeutic  Documentation  Care  Plans.  All  agreed  on  several 

points: 

-  the  yellow  highlighter  must  be  used  for  noted 
discontinued  orders.  A  mere  line  through  such  orders 
could  often  be  missed,  setting  up  potential  action 
errors. 

-  the  card  stock  paper,  although  much  more  sturdy  than 
the  "old"  forms,  caused  problems  which  seemed  to  have  a 
cascading  effect:  the  inherent  bulkiness  added  to  the 
thickness  of  the  record;  frequently  caused  patient 
identification  stamps  to  be  blurred;  made  overprinting 
very  difficult;  and  created  significant  storage  problems 
for  forms  room  and  unit  level  personnel. 

-  the  bi-fold  design,  while  also  having  the  advantage 
of  increasing  the  amount  of  room  for  documentation,  also 
had  its  disadvantages:  three  sites  could  not  have  the 
forms  overprinted  by  an  automatic  feed  copy  machine;  only 
FAMC,  which  owned  more  sophisticated  equipment,  eventually 
overcame  this  problem. 

Although  the  card  stock  paper  was  thought  to  have  disadvantages,  all  POCs 
felt  their  staffs  favored  the  sturdier  paper,  despite  the  added  cumbersome 
nature.  POCs  also  agreed  that  as  much  as  site  staffs  seemed  to  favor  the 
advantages  of  the  bifold  design,  unless  the  overprinting  issues  could  be 
solved,  these  forms  would  have  to  revert  to  single  sheet  paper  if  implemented 
on  a  world-wide  scale.  Overprinting  was  such  a  critical  issue  that  the 
practicality  of  daily  use  would  be  significantly  hampered  by  the  folder  design. 

If  however,  a  solution  was  found  to  overprinting,  and  the  bi-fold  design 
maintained,  POCs  agreed  on  the  following  design  changes: 

-  the  patient  identification  block  should  be  printed  on  all 
sides  of  the  folder; 

-  recurring  orders  should  all  be  contained  on  both  sides 
of  the  inner  portions  of  the  folder  (pages  2  and  3),  with 
single  actions  on  the  front  (page  1),  and  the  less  used 
"PRN"  orders  on  the  reverse  side  (page  4). 

-  codes  should  be  placed  on  three  of  the  four  pages  (only 
on  one  page  of  the  recurring  orders); 

-  a  "year"  block  should  be  placed  on  each  page  (thus 
eliminating  each  time  an  order  is  transcribed); 

-  page  one  should  have  a  section  which  notes  the  number 
of  such  forms  in  use  for  current  hospitalization,  e.g., 

"Form  of 


27 


-  the  terms  "clerk/nurse"  in  the  block  for  transcribing 
official's  initials  should  be  changed  to  "transcriber/ 
reviewer;" 

-  the  paper  stock  should  be  changed  to  one  less  thick 
than  card  stock,  but  yet  sturdy  enough  to  withstand  the 
constant  handling  such  forms  experienced. 

f)  Integrated  Progress  Notes.  Project  officers  reported  that 
their  nursing  staffs  were  divided  on  this  issue;  many  wanted  to  return  to  the 
separate  nursing  note,  others  to  continue  using  progress  notes.  The  POCs  also 
identified  that  other  health  care  providers  were  equally  divided.  One 

point  seemed  clear  at  all  facilities:  the  IDs  were  not  being  utilized  as 
originally  designed,  which  created  problems  with  narrative  charting.  On  one 
hand,  at  the  time  of  the  debrief,  POCs  reported  that  nursing  personnel  had  yet 
to  fully  utilize  the  TDs  to  subsume  much  of  the  routine  daily  nursing 
activities  and  patient  responses.  There  were  several  reasons,  foremost  of 
which  was  the  overprint  difficulty.  Consequently,  narrative  notations  in  the 
progress  notes  were  not  succinct,  nor  truly  reflective  of  the  patient's 
progress.  On  the  other,  it  became  evident,  that  nursing  personnel  were 
frequently  not  documenting  on  either  the  TDs  or  the  progress  note,  and  valuable 
nursing  data  was  being  lost.  Additionally,  POCs  reported  that  many  nursing 
personnel  had  not  yet  reached  a  "comfort"  level  with  themselves  and  their 
documentation,  which  allowed  them  to  look  positively  on  their  written  notes. 
POCs  also  identified  that  all  levels  of  nursing  personnel  required  some 
additional  element  of  training  to  keep  notes  brief  and  clear. 

Finally,  POCs  agreed  that  the  few  months  of  testing  were  not  enough  to 
change,  what  for  some  health  care  providers,  was  a  career  lifetime  of  separated 
narrative  notations.  Yet,  each  POC  acknowledged,  that  each  day  brought 
improvements.  After  lengthy  discussions,  as  with  other  issues  which  divided 
opinions,  POCs  agreed  to  await  study  survey  results. 

g)  Practicality  for  Daily  Use.  By  all  POC  accounts,  initial 
weeks  of  implementation  were  hampered  because  of  the  significant  problems 
created  with  printing  errors.  However,  once  appropriate  forms  had  arrived, 
resolution  of  overprint  problems  had  begun,  and  personnel  became  more  familiar 
with  the  tested  elements,  POCs  acknowledged  that  the  study  course  ran  more 
smoothly.  Adjustments  by  staff  members  were  necessary.  Several  clinical 
areas  had  reported  logistical  difficulties  with  the  forms.  For  example. 
Intensive  Care  Unit  staff's  usually  kept  specialty  flowsheets,  plus  the  TDs  and 
nursing  notes  on  a  clipboard  at  the  patient's  bedside.  The  bi-fold  design  of 
the  TDs  made  use  of  the  clipboards  very  cumbersome.  It  seemed  to  be  more  work, 
rather  than  less,  for  these  specialty  areas  to  document.  Specific  difficulties 
were  overcome  by  the  ICU  staffs  in  different  ways:  some  chose  to  continue  to 
use  the  specialty  flow  sheet,  placing  the  TDs  with  the  patient  record;  others 
obtained  boards  with  spiral  loops  rather  than  clips,  which  allowed  the  TDs  to 
be  closed  and  flipped  over  with  relative  ease.  Other  areas  chose  to  place  the 
progress  notes  with  the  flowsheets  on  the  clip  boards  to  help  care  providers 
find  data  more  easily.  Nursing  personnel  on  many  units  had  to  become 
accustomed  to  not  having  the  freedom  of  keeping  their  narrative  notations 
separate  from  the  patient  record.  Progress  notes  kept  with  the  inpatient  chart 
forced  nursing  personnel  to  readjust  documentation  habits.  For  example,  rather 
than  waiting  until  the  end  of  a  shift  to  document,  they  would  frequently  make 
chronological  entries  at  the  time  of  occurrence,  in  order  to  preclude  the 
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traditional  "end  of  shift"  rush  for  the  patient  record.  Orientation  and 
inservice  training  were  recurring  requirements.  Because  the  tested  elements 
were  a  change  for  everyone,  and  used  at  only  these  four  sites,  any  new 
employee,  either  military  or  civilian,  had  to  be  oriented  to  the  study,  the 
forms,  and  guidelines.  Few  military  personnel  had  been  reassigned  between  the 
test  units.  Regardless  of  experiences  at  other  Army  medical  treatment 
facilities,  incoming  personnel  who  had  any  interface  with  inpatient 
documentation  required  training.  Because  of  its  numbers  of  personnel  and 
frequent  turnover,  particularly  during  the  summer  rotation  months,  FAMC 
personnel  eventually  developed  a  video  tape  to  be  used  for  orientation;  the 
other  sites  incorporated  training  within  Department  of  Nursing  programs,  or 
oriented  physicians  as  the  need  arose. 

Despite  inherent  difficulties  associated  with  any  change  on  this  scale, 
POCs  reported  that,  as  with  the  integrated  progress  notes,  each  day  seemed  to 
bring  improvement,  and  staffs  felt  that,  except  for  the  separated  physician 
orders,  the  benefits  of  the  tested  elements  would  outweigh  the  difficulties. 
POCs  agreed  that  the  more  formal  survey  to  be  conducted  during  the  summer 
months  was  critical. 


h)  World-wide  Implementation.  Following  lengthy  discussion, 
project  officers  agreed  on  two  key  points.  First,  it  was  crucial  that  world¬ 
wide  implementation  be  approached  in  an  organized  fashion  with  implementation 
directions  coordinated  at  the  OTSG  level.  Secondly,  POCs  recommended  that  form 
and  guideline  implementation  follow  the  manner  in  which  the  test  was  carried 
out.  In  essence,  world-wide  implementation  would  consist  of  four  elements: 
preimplementation  coordination  of  logistics  by  a  central  activity;  use  of 
training  teams  to  educate  local  facility  personnel;  local  training  and 
decisions  about  phase-in  of  new  forms;  follow-up  activities  and  clarification 
of  questions.  The  central  activity  (OTSG  level)  would  assist  in 
coordinating  printing  and  shipping  requirements;  preparation  of  regulations 
governing  documentation  principles  and  form  use;  preparation  of  necessary 
training  aides;  coordination  with  other  disciplines  at  the  OTSG  levels. 

Because  of  the  magnitude  of  the  training  efforts,  POCs  recommended  that  a 
regional  approach  to  training  be  taken:  regional  coordinators  and  teams 
appointed  who  would  be  trained,  and  then  be  expected  to  "train  the  trainers"  at 
the  local  facilities.  POCs  also  suggested  that  test  site  personnel  would  be 
valuable  resources  to  assist  with  such  training  efforts.  POCs  also  suggested 
that  training  and  implementation  be  coordinated  around  a  conference  attended  by 
most  Chief  Nurses  and/or  Chiefs,  Nursing  Education  and  Staff  Development 
Offices,  so  training  logistics  would  be  disseminated  to  facility  leaders  who 
would  eventually  appoint  local  coordinators  and  training  team  members. 

The  training  issues  were  of  paramount  importance  from  the  POCs’ 
perspective.  They  agreed  that,  had  they  the  option  to  "do  things  differently" 
each  would  have  programmed  more  time  for  training.  Group  sessions  would  have 
been  used  more  frequently  at  all  sites,  with  an  emphasis  on  the  change  in  use 
of  the  TD  forms;  using  the  TDs  to  document  the  results  of  activities,  not 
merely  as  annotation  of  performance  of  a  task. 

Regional  activities  had  to  include  appointment  of  a  regional  coordinator 
who  could  function  as  the  regional  resource  for  questions  and  answers  and  also 
serve  as  conduit  for  issues  between  the  local  facility  and  central  coordinator. 
POCs  believed  that  the  "train  the  trainer"  concept  could  be  more  fully  utilized 
if  begun  at  the  regional  level.  POCs  felt  it  important  that  local  facilities 


have  some  structure  for  implementation  requirements,  but  also  enough  flexibility 
within  the  structure  to  meet  local  needs.  For  example,  the  central  activity 
might  decide  a  specific  target  date  for  full  world-wide  implementation,  while 
facilities  could  choose  the  dates  and  manner  in  which  phase-in  activities  would 
be  approached.  Local  facilities  would  receive  training  aides  from  the  central 
activity,  but  could  also  develop  facility-specific  programs  to  introduce  the 
forms  and  new  guidelines. 

Finally,  POCs  unanimously  supported  the  frequent  use  of  electronic  mail 
between  all  levels  of  activity  to  quickly  share  "lessons  learned,"  capitalize 
on  achievements,  and  to  stay  abreast  of  necessary  changes.  They  also  suggested 
that  facilities  undergoing  accreditation  surveys  during,  or  shortly  following, 
implementation,  be  closely  monitored  to  further  facilitate  problem  solving  and 
information  sharing. 

The  project  officers  recognized  that  all  their  world-wide  implementation 
recommendations  were  lengthy,  and  could  prove  to  be  costly  if  regional  meetings 
were  required.  However,  they  also  concluded  that  the  favorable  results  of 
careful  planning  would  result  in:  fewer  problems  than  they  had  faced  with 
test-site  implementation;  emphasis  on  the  positive  elements  of  the  new  forms 
and  revised  regulations;  and  facilitation  of  the  arduous  change  process  for 
each  facility. 

2)  sl.CAH. . Jfi. Sqrvgy  Resglt^ ♦ 

a)  JCAH  Survey  Results.  While  the  JCAH  survey  encompassed 
retrospective  record  review,  it  also  focused  on  concurrent  review  of  inoatient 
records  containing  the  test  forms.  Hence,  the  overall  commendable  rating 
received  by  one  facility  was  also  reflective  of  test  form  use.  Specific 
comments  were  made  by  the  surveyor  regarding  several  tested  elements: 

-  thoroughness  of  discharge  summaries  found  on  the  test  form  (DA 

Form  3888-5,  Test)  in  comparison  to  those  summaries  written 
previously  in  nursing  notes; 

-  integration  of  progress  notes  provided  less  fragmenting  of 

overall  information;  particularly  noteworthy  were  records 
reviewed  from  intensive  care  areas;  and 

-  the  use  of  codes  and  writing  of  patient  responses  on  the 

therapeutic  documentation  care  plans  provided  further 
continuity  to  care  documentation. 

h)  IG  Survey  Results.  All  findings  reported  by  the  IG 
surveyors  were  in  Category  II.  In  general,  for  all  facilities,  while  nursing 
histories  and  assessments  received  praise  for  those  records  completed  during 
test  form  use,  issues  surrounding  identification  and  prioritizing  of  nursing 
care  problems  and  related  nursing  interventions  were  rioted  for  all  facilities. 
(Because  of  the  confidentiality  of  IG  survey  reports,  individual  test  sites  are 
identified  only  by  number  in  the  following  paragraphs.) 

(1)  Site  1.  On  the  surface.  Site  i  appeared  to  fare  well 
during  two  surveys.  In  the  survey  preceding  the  test  form  period,  while  there 
were  several  findings  regarding  the  inpatient  treatment  record,  there  were  no 
recorded  deficiencies  related  to  the  nursing  process.  One  commendation  was 
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made  regarding  medical  record  documentation  of  minimal  care  patients  noting 
that  review  revealed  ongoing  assessment  of  patient  needs  by  the  physician  and 
nursing  staff.  Much  effort  had  gone  into  developing  hospital  policy  and 
procedures  to  ensure  rapid  identification  of  changes  in  the  condition  of  these 
patients. 

The  IG  survey  during  the  test  form  period  made  no  mention  at  all  of 
nursing  process  documentation.  However,  the  nurse  surveyor  later  indicated  to 
the  CNR  investigator  that  she  had  been  about  to  render  a  Category  I  finding  due 
to  an  almost  total  lack  of  nursing  documentation  regarding  patient  progress 
based  upon  her  retrospective  chart  reviews  until  she  met  with  the  Chief  Nurse 
to  discuss  the  situation.  Site  1  had  been  using  test  elements  for 
approximately  four  rnont^  •  when  the  survey  was  conducted.  All  charts 
retrospectively  revieweo  had  been  those  completed  in  the  first  month  of  test 
form  use.  The  Chief  Nurse  had  identified  the  problem  the  month  prior  to  the 
survey:  while  assessments  and  care  plans  appeared  adequate,  he  stated  in  a 
memorandum  to  all  nursing  personnel:  "...most  records  I  reviewed  revealed 
inadequate  documentation  of  nursing  interventions. . .it  was  difficult  to 
determine  the  patient's  status  from  the  nursing  progress  notes."  The  nursing 
staff  was  instructed  that  until  such  time  as  the  clinical  head  nurses  and 
supervisors  determined  that  nursing  documentation  on  the  progress  notes  and 
therapeutic  documentation  care  plans  reflected  care  provided,  the  frequency 
with  which  nursing  progress  notes  were  to  be  recorded  was,  at  a  minimum,  to  be 
based  upon  the  acuity  of  the  patient. 

(2)  Site  2.  Site  2's  documentation  was  highly  commended 
following  the  preceding  year's  IG  survey  which  cited  several  documentation 
deficiencies  including  the  lack  of  nursing  care  problems  based  on  the 
assessment,  and  further,  lack  of  nursing  orders  developed  for  problems  which 
had  been  identified.  The  site's  admission  assessments  were  cited  in  the  1986 
survey  report  as  "generally  comprehensive  and  timely"  during  test  form  use. 
Retrospective  and  concurrent  chart  reviews  of  records  using  tested  elements 
further  identified  a  great  improvement  over  the  prior  year's  findings:  nursing 
care  plans  (NCPs)  were  relevant  and  well  developed  with  nursing  orders  for  all 
problems  identified  on  the  NCR.  The  commendable  finding  cited  the  emphasis 
placed  on  the  importance  of  documenting  all  elements  of  the  nursing  process  by 
personnel  in  the  Chief  Nurse's  Office  and  the  Department  of  Nursing  Quality 
Assurance  co)rdinator. 

(3)  Site  3.  Site  3  had  documentation  findings  for 
succeeding  years,  including  the  test  site  year.  Discussion  of  findings 
included  incomplete  documentation  of  the  nursing  process  specifying  the  same 
■>'ssues  regarding  a  lack  of  care  oroblem  identification  and  corresponding 
nursing  orders  for  existing  problems.  Site  3  had  a  noted  'improvement  in  the 
timely  completion  and  content  of  nursing  assessments.  Preceding  survey  results 
noted  that  assessments  were  not  always  clearly  identified  as  having  been 
completed  by  an  RN,  and,  in  some  instances,  were  incomplete. 

However,  Site  3's  participation  in  the  CNR  study  and  its  documentation 
deficits  were  specifically  mentioned  in  one  of  the  survey  result  comments: 

"The  need  to  identify  and  plan  for  essential  elements  of  care  was  even  more 
imperative  in  this  MEDDAC  since  participation  in  the  nursing  documentation 
study  allowed  for  decreased  frequency  of  charting.  The  writing  of  pertinent 
nursing  orders  based  on  problems  identified  during  assessment  was  essential  in 
order  to  facilitate  the  documentation  of  care  provided  and  evaluation  of  the 
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patient's  response  to  these  nursing  interventions  by  the  abbreviated  methods 
allowed  in  using  the  test  forms  in  the  study." 

(4)  Summary  Comments  from  IG  Surveyors.  In  a  memorandum 
for  record  to  the  CNR  investigators  the  16  surveyors: 

-  conveyed  their  belief  that  eventually  tested  documentation  changes 

would  make  an  impact  on  the  quality  of  the  medical  record. 

-  identified  that  further  education  was  needed  emphasizing  the  writing 

and  structuring  of  nursing  orders  to  facilitate  documentation  of 
patient  response  on  the  IDs,  much  like  an  "activities  of  daily  care 
flowsheet." 

-  noted  that  the  problems  cited  from  all  three  facilities  in  the  area  of 

problem  and  nursing  order  identification  wee  not  ones  which  would  be 
solved  by  the  piece  of  paper  on  to  which  words  were  written.  Such 
issues  would  be  resolved  only  through  the  cognitive  process  and 
dedication  given  to  them  by  the  RN  on  the  nursing  unit. 

-  based  on  their  collective  seven  years  experience  of  record  surveys, 

attested  to  the  fact  that  such  problems  existed  at  all  medical 
treatment  facilities. 

3)  Personnel  Surveys  (Appendix  I).  A  total  adjusted  population  of 
1151  subjects  was  identified.  Final  returns  yielded  1077  (94%)  responses;  231 
(20%)  of  these  questionnaires  were  unusable  (returned  blank  or  incomplete),  for 
a  usable  questionnaire  rate  of  74%  (N*=849).  Survey  subjects  were  distributed 
in  the  following  manner:  37.4%  (n=316)  Registered  Nurses;  31.4%  (n=266) 
nursing  paraprofessional  personnel;  4.1%  (n=35)  Unit  Clerks;  and  27.1%  (n=229) 
other  professional  staff  (Appendix  I,  Table  1).  A  breakdown  of  the  "other 
professional  staff"  (Appendix  I,  Table  113)  revealed  that  the  vast  majority 
(n=186;  84.2%)  were  physicians. 

a)  Written  Comments.  Content  analysis  was  conducted  on  the 
more  than  1100  written  responses  (Appendix  I,  Table  101).  More  than  half  of 
all  comments  focused  on  the  physician  order  sheets  (34.1%),  integrated  progress 
notes  (16.4%),  and  therapeutic  documentation  care  plans  (13.8%).  All  tested 
elements  solicited  some  form  of  written  comments  from  survey  participants.  The 
content  analysis  is  further  described  below  in  segments  addressing  each  tested 
element.  The  reader  is  advised  that  quoted  responses  are  perceived  to  reflect 
individual  consents  pertaining  to  a  specific  section  and  are  not  to  be 
construed  to  reflect  the  majority  opinion.  Each  quoted  comment  is  preceded  by 
a  notation  identifying  authorship:  "RN"  (Registered  Nurse);  "P"  (Nursing 
Paraprofessional);  "D"  (Physician);  "UC"  (Unit  Clerk). 

b)  Comparison  of  1977  Forms  with  Test  Forms.  Several  questions 
in  all  surveys  dealt  with  the  comparison  of  the  1977  forms  to  the  tested  forms. 
Nursing  personnel  vere  asked  to  respond  to  perceived  use  with  questions  like: 
"Compared  to  the  old  system,  I  feel  the  test  forms  save  nursing  documentation 
time;"  and  "Compared  to  the  old  system,  I  feel  the  test  forms  improve 
communications  about  the  patient  between  nursing  and  other  health  care 
professionals"  (Appendix  I,  Tables  3-13).  Other  professional  staff  personnel 
had  been  asked  how  the  tested  elements  assisted  them  in  learning  about  nursing 
activities  and  the  patient's  condition  (Appendix  I,  Tables  39-54). 
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Nursing  personnel,  in  general,  agreed  that  the  tested  elements: 

-  saved  nursing  documentation  time  (Appendix  I,  Table  3); 

-  decreased  redundancy  of  documentation  (Appendix  I,  Table  4); 

-  encouraged  RNs  to  use  the  nursing  process  (Appendix  I,  Table  7); 

-  were  easier  to  use  (Appendix  I,  Table  8); 

-  improved  communications  concerning  the  patient  among  nursing 

personnel  (Appendix  I,  Table  5); 

-  improved  communications  concerning  the  patient  between  nursing 

and  other  health  care  providers  (Appendix  I,  Table  6); 

-  provided  a  better  picture  of  patient  progress  (Appendix  I,  Table 

11); 

-  improved  the  quality  of  documentation  on  their  specific  units 

(Appendix  I,  Table  13);  and 

-  were  a  "definite  improvement"  (Appenuix  I,  Table  10). 

With  the  exception  of  the  integrated  progress  notes,  test  forms  and 
guidelines  did  not  seem  to  have  changed  the  other  professional  staff  members' 
use  of  nursing  information  to  learn  about  nursing  activities  and  the  patient's 
condition.  For  example,  when  queried  about  the  frequency  with  which  the 


following  nursing  forms  had  been 
Patient"  or  "For  Most  Patients:" 

used,  the  minority  responded 

with  "For  Every 

FORMS 

PRIOR  TEST 

DURING  TEST 

Nursing  History  and  Assessment 

28.4% 

34.4% 

Nursing  Care  Plan 

8.7% 

11.3% 

Nursing  Discharge  Summary 

7.7% 

10.6% 

Nonmedication  TD 

30.4% 

40.9% 

Medication  TD 

41.6% 

42.3% 

However,  the  use  of  progress  notes  and  narrative  nursing  notes  provided  a 
different  view.  Prior  to  the  test,  52.4%  of  the  "other  professional  staff" 
respondents  indicated  that  they  used  the  nursing  notes  either  "for  every 
patient"  or  "for  most  patients"  to  learn  about  nursing  activities  and  the 
patients  condition  (Appendix  I,  Table  53).  During  the  test  period  (when 
nursing  notes  were  integrated  with  all  other  providers'  progress  notes),  more 
than  73.3%  responded  that  they  had  used  the  progress  notes  to  learn  about 
nursing  activities  and  patient  condition  "for  every  patient"  or  "most  patients" 
(Appendix  I,  Table  45).  Sixty-nine  written  responses  addressed  the  overall 
system  changes,  providing  both  positive  (51)  and  negative  (18)  comments.  The 
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positive  coimnents  were  often  brief  and  succinct:  (RN)  "Overall  Good;"  or  (RN) 

"A  good  system.  Needs  some  modifications,  but  let's  keep  it."  Other  positive 
comments  were  more  reflective: 

(RN)  "If  used  properly,  the  'old'  forms  enhanced  commo  (sic) 
among  nursing  personnel.  The  change  in  forms  may  improve 
commo  (sic)  if  the  nursing  process  and  planning  care  is  better 
understood.  All  in  all,  test  forms  are  excellent  upgrade  from 
previous  ones  and  have  good  ideas.  They  make  implementin(| 
the  nursing  process  easier,  although  it  could  have  been  done 
with  the  'old'  ones  if  desired." 

Most  of  the  positive  comments  were  from  registered  nurses,  although  one 
physician  wrote: 

"I  really  don't  feel  I'm  qualified  to  answer. . .when  I  arrived 
here  the  new  documentation  was  in  effect  and  I  haven't  any 
idea  of  the  comparison.  I  will  say  it's  much  easier  than 
documentation  in  any  of  the  civilian  hospitals  where  I've 
worked  before  coming  here.  I  find  the  documentation  more 
concise  and  complete  than  any  other  I've  ever  done." 

On  the  opposite  side,  were  those  who  felt  that  the  changes  had  primarily 
increased  "paper  shuffling,"  and  "caused  documentation  to  consume  more  time 
than  patient  care." 

c)  iatislactign  .with  PocMingntatlpn.  Change?. 

(1)  Integrated  Progress  Notes.  The  majority  of  "other 
professional  staff",  RN  and  paraprofessional  nursing  personnel  tended  to  agree 
with  the  statements  that  the  integrated  notes: 

-  lessened  fragmentation  in  the  chart  (Appendix  I,  Table  87); 

-  improved  communication  between  all  groups  (Appendix  I,  Table  84); 

-  made  it  "easier"  to  determine  the  patient's  condition  (Appendix  I, 

Table  90);  and 

-  should  be  available  for  use  at  all  Army  MTFs  (Appendix  I,  Table  93). 

Sixty-four  percent  of  the  "other  professional  staff"  respondents  acknowledged 
that  the  integrated  notes  had  encouraged  them  to  read  narrative  nursing  notes 
more  than  in  the  past  (Appendix  I,  Table  89);  91%  of  all  nursing  personnel 
agreed  that  the  integration  encouraged  them  to  read  other  care  providers'  notes 
more  than  when  the  notes  had  been  separated  in  different  areas  of  the  medical 
record  (Appendix  I,  Table  92).  In  addition  nursing  personnel  felt  that  an 
integrated  concept  encouraged  more  thorough,  but  concise,  documentation 
(Appendix  I,  Tables  85,  86). 

"Other  professional  staff"  respondents  identified  that  they  had  little 
difficulty  identifying  nursing  notations  (Appendix  I,  Table  95),  authors  of 
previous  notations  (Appendix  I,  Table  94),  or  locating  their  own  previous 
narrative  notations  (Appendix  I,  Table  96).  These  had  been  reasons  most  cited 
by  staff  members  prior  to  testing  for  not  using  an  integrated  concept  for 
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progress  notes.  On  the  other  hand,  this  group  of  respondents  did  not  agree 
that  the  integrated  notes  lessened  the  amount  they  had  to  document  (Appendix  I, 
Table  88) . 

Written  comments  again  reflected  both  positive  and  negative  aspects 
encountered  by  users  during  the  testing  period.  The  number  of  these  comment*, 
was  second  only  to  those  made  regarding  physician  order  sheets.  The 
positive  coiranents  focused  on  the  general  satisfaction  with  all  providers  using 
the  same  narrative  forms,  the  perceived  improvement  in  communication,  and  the 
desire  to  maintain  the  concept  of  integrated  notes  after  the  testing  period. 

(RN)  "Best  idea  of  all!" 

(RN)  "Once  I  got  use  to  charting  on  the  progress  sheet  I  liked  it." 

(RN)  "Definite  improvement.  Learn  alot  (sic)  more  about  the 
patient's  status.  Encourages  reading  of  other's  notes." 

(RN)  "Love  it.  It  makes  me  think  more  and  improve  quality 
of  individual  notes.  The  physicians  had  a  fit  about  it 
initially.  They  are  beginning  to  come  around  and  accept  it. 

Sometimes  they  actually  read  our  notesl  This  was,  in  my  opinion, 
the  biggest  and  most  important  change  that  should  be  implemented 
worldwide.  It  was  a  giant  leap  forward  in  the  continuing  saga 
demonstrating  that  we  are  professionals." 

(P)  "Helpful  for  displaying  total  picture  of  patient's  status." 

(P)  "Recommend  keeping  nurses  notes  combined  with  physicians." 

(RN)  "We  must  keep  this  part." 

(D)  "I  have  always  relied  heavily  on  TPR  graphic  sheets  and  nursing 
medication  'white  sheets'  as  well  as  nursing  notes.  In  the  past, 
nursing  notes  were  not  as  readily  available  as  they  are  now.  I 
feel  the  current  placement  of  nursing  notes  in  the  'progress  notes' 
is  a  clear  improvement  because  they  are  always  readily  available 
and  contain  important  information  in  the  overall  care  of  the 
patient." 

(D)  "Integrated  progress  notes  are  an  improvement  because  they 
are  on  the  same  chart  and  therefore  easier  to  review." 

Negative  comments  were  grouped  in  several  areas;  paraprofessional  entry, 
decreased  documentation  and  lack  of  nursing  notations;  physician 
dissatisfaction;  sequencing;  increased  fragmentation  and  difficulty  locating 
information;  notation  quality  and  duplication;  and  those  which  advocated 
returning  to  separated  notations.  Comments  regarding  paraprofessional  entry 
were  related  to  the  substance  of  a  notation  which  were  linked  to  both  the 
clinical  and  writing  skills  of  the  paraprofessional: 

(D)  "Consolidated  forms  allowed  for  ridiculous  nursing  notation 
by  paraprofessional s;  'agree  with  previous  assessment'  with 
signature  to  follow  notations  from  consultant  staff,  staff 
and  house  staff  involving  aspects  of  patient  care  they  were 
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untrained  to  evaluate.  But  because  they  'wrote  a  note'  they 
were  free  of  the  obligations  to  document  nursing  observations 
and  patient  assessments  from  their  areas  of  concern  and 
training." 

(RN)  "Paraprofessionals  should  be  allowed  to  write  on  progress 
notes,  but  there  were  problems  with  the  'old'  form  in  getting 
some  individuals  to  chart  appropriately.  Should  they  be  practicing 
on  the  SF  509?" 

(RN)  "Need  to  increase  paraprofessional  proficiency  in  charting." 

(D)  "Many  of  the  nurse's  aides,  etc.,  make  notations  in  the 
record.. .which  show  lack  of  technical  observational  skills.  Having 
their  notes  in  the  progress  notes  makes  it  difficult  to  follow 
the  true  progress  of  the  patient.  They  are  certainly  not  of 
sufficient  quality  to  be  countersigned  and  decrease  the  charting 
time  for  health  care  professionals." 

Others  described  what  they  felt  to  be  a  noticeable  lack  of  nursing 
notations,  and  decreased  documentation: 

(RN)  "The  simplicity  of  the  system  has  resulted  in  less  charting, 
but  until  all  the  documentation  habits  have  changed,  there  will 
be  a  decided  lack  of  appropriate  nursing  entries." 

(RN)  "This  decreases  services  responsibility,  especially  physician 
and  nursing,  to  chart.  Even  though  something  is  charted,  my  legal 
responsibility  to  document  has  not  been  released." 

(RN)  "We  have  found  that  some  physicians  are  not  documenting  on 
notes  for  days  at  a  time,  simply  because  the  nursing  staff  is." 

(D)  "Nurses  make  less  notes  with  integrated  progress  notes.  I 
miss  their  daily  notes." 

(D)  "My  biggest  problem  is  lack  of  nursing  notes.  This  is 
especially  true  of  1)  PRN  orders  (which  are)  difficult  to 
determine  when,  why  and  result  of  use;  2)  patient's  emotional 
status  was  totally  lacking  in  current  notes;  3)  patients  seem 
to  have  more  unresolved,  undocumented,  minor  complaints  at  the 
time  of  discharge  than  with  previous  notes..." 

(P)  "Need  more  usage  by  nursing  staff  —  too  little  charting  being 
done  by  nurses." 

Nursing  personnel  were  concerned  that  physicians  did  not  read  their  notes; 
and  both  nursing  and  physician  personnel  addressed  concerns  regarding  notations 
out  of  sequence,  which  frequently  wrought  more  confusion  and  made  information 
harder  to  find: 

(RN)  "I  found  the  decreased  requirements  to  chart  has  caused 
some  fragmenting  of  the  records.  It  is  difficult  to  decide  where 
to  look  for  the  information." 
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(RN)  "Notes  are  always  out  of  sequence  since  physicians  just 
start  new  pages  for  their  notes  rather  than  sift  through  nursing 
entries.  I  think  they  (MDs)  read  nursing  entries  more  when  they 
were  separated  from  doctor's  progress  notes." 

(D)  "Far  too  little  care  is  taken  by  nursing  staff  to  write  note 
in  an  orderly,  consecutive  or  chronologic  fashion.  More  attention 
should  be  taken  to  this  problem..." 

(D)  "Nurses'  notes  in  doctors'  progress  notes  makes  for  confusion 
and  difficulty  finding  critical  information.  Both  should  be 
kept  separate." 

(D)  "The  integrated  progress  note  is  nearly  impossible  to  read.  I 
find  myself  reading  nursing  notes  LESS  (writer's  emphasis)  often 
due  to  frustration  at  trying  to  locate  other  MD  progress  notes 
or  consultation  notes." 

Comments  were  made  by  both  nursing  and  physicians  regarding  quality  and 
duplication  of  notations: 

(RN)  "ICU  mandates  we  record  all  assessment  notes  during  each 
shift  even  if  the  MDs  have  the  same  findings." 

(D)  "Most  nursing  notes  are  too  long  and  filled  with  non- 
essential,  cover  your  position,  repetitive  shift-to-shift  verbiage. 
Put  this  stuff  elsewhere.  Keep  progress  notes  concise  and 
meaningful  and  they'll  be  read  and  contribute  to  overall 
communication  and  care." 

(P)  "Daily  nurses  notes  on  all  patients  is  presently  required. 
Frequently  nothing  new  needs  to  be  charted  and  an  entry  is  a 
waste  of  time." 

(D)  "Information... is  often  duplicated." 


Finally,  there  were  comments  from  each  group  suggesting  return  to  separated 
notations: 


(RN)  "The  fact  that  we  document  most  things  on  the  TDs  causes 
the  doctors  some  difficulty,  as  they  cannot  always  follow  our 
TDs... In  all  honesty,  I  miss  the  nurse's  notes  as  I  feel  we 
perceive  things  differently  than  the  physician." 

(D)  "Leave  the  progress  notes  to  the  physicians!" 

(P)  "Separate  doctor  notes  and  nurses  notes." 

(2)  Separated  Orders.  Nursing  personnel  and  "other 
professional  staff"  respondents  differed  in  their  opinion  of  the  separation  of 
medication  from  nonmedication  orders.  The  RNs,  paraprofessional  and  unit  clerk 
personnel  were  more  in  favor  of  the  separation  (Appendix  I,  Table  56), 
identified  having  "minimal  difficulties"  with  the  separation  (Appendix  I,  Table 
55)  and  agreed  that  orders  should  remain  separated  on  color-coded  sheets 
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(Appendix  I,  Table  56).  The  majority  (53.4%)  of  the  OPS  respondents  (Appendix 
I,  Table  55)  identified  that  separate  order  sheets  caused  more  than  minimal 
difficulty  and  were  almost  evenly  divided  regarding  separating  medication  from 
nonmedication  orders:  49%  agreed  that  orders  should  remain  separated;  51% 
disagreed  (Appendix  I,  Table  56). 

Written  comments  were  divided  along  the  same  lines.  Positive  comments 
from  nursing  personnel  highlighted  their  appreciation  for  the  single  action 
order  column  which  eliminated  the  necessity  of  recopying  certain  orders:  (RN) 
"I  did  like  being  able  to  sign  off  stat  or  one  time  orders  that  were  done  and 
didn't  have  to  be  transcribed."  Positive  physician  comments  focused  on  the 
ease  of  referencing  medication  from  nonmedication  orders: 

(D)  "Separate  order  sheets  for  medications  make  it  much  easier 
to  review  previously  ordered  meds  (sic)  at  a  glance  in  conjunction 
with  the  medication  'white  sheet.'" 

(D)  '"I  routinely  separated  my  orders  for  medications  prior  to 
the  institution  of  these  forms.  I  do  not  'mind'  using  the  new 
format,  but  it  has  not  been  of  additional  help  for  my  patients. 

It  has  helped  when  seeing  patients  followed  by  another  doctor 
to  quickly  check  current  medications." 

Not  only  did  the  physician  order  forms  elicit  the  largest  percentage  of 
written  comments,  but  the  m^ority  were  negative  in  nature.  Physicians  and 
nurses  commented  about  the  increased  "paperwork,"  confusion  and  time  of  use. 

(RN)  "...Not  having  to  transcribe  saved  time,  but  trying  to 
figure  out  if  something  was  done  often  took  more  time." 

(RN)  "It's  too  time  consuming  to  check  two  copies  of  orders 
each  time  the  chart  is  flagged.  Also,  MDs  write  on  wrong 
forms  and  we  have  to  track  them  down." 

(0)  "Two  order  sheets  increases  my  workload  and  the  nurses  inform 
me  that  the  orders  do  not  significantly  decrease  their  workload." 

(0)  "In  the  course  of  writing  orders  for  a  patient  with  multiple 
medical  problems,  it  is  very  easy  to  lose  the  train  of  thought 
when  having  to  switch  back  and  forth  between  order  sheets." 

(D)  "The  key  to  proper  order  identification  is  a  legibly 
written,  complete  order;  separation  on  separate  forms  increases 
paperwork  without  resolving  the  underlying  issue." 

There  was  also  concern  on  the  part  of  both  types  of  care  providers  about 
missed  orders: 

(RN)  "Too  many  orders  were  missed  with  the  separate  order  sheets." 

(RN)  "  The  separation  of  medication  and  nonmedication  orders 
seems  to  serve  no  purpose  other  than  to  aggravate  doctors  and 
make  it  easier  for  nursing  staff  to  overlook  one  or  the  other 
set  of  orders." 
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(D)  "I  found  repeated  examples  where  ward  clerks  and  nurses 
would  take  off  orders  on  only  one  set  of  sheets  despite  flagging 
both  sets," 

(D)  "It  is  very  confusing  to  try  to  separate  medication  from 
nonmedication  orders  when  writing  orders  on  rounds,  admissions 
and  postops  (sic).  They  have  led  to  many  accidental  order 
deletions  on  my  part." 

(D)  "'Split'  orders  continue  to  be  confusing  and  have  on  at 
least  two  occasions,  resulted  in  'missed  orders.'  I  obviously 
don't  like  them,  but  would  happily  accept  if  clearly,  in 
nurses'  (users')  opinion,  (they  were)  a  significant  help  to  them." 

Nurses,  unit  clerks  and  physicians  expressed  preference  for  one  sheet: 

(RN)  "I  feel  more  comfortable  with  one  order  sheet.  I  do  like 
the  single  order  sign  off  section." 

(UC)  "One  sheet  is  sufficient..." 

(D)  "If  it  truly  makes  the  nurses  lives  easier  and  decreases 
paperwork,  one  can  adapt  to  the  change,  i.e.,  it's  easier  now 
than  it  was  when  first  instituted.  But  if  to  deal  with  it 
doesn't  really  help  the  nurses,  it  would  be  much  better  to 
revert  to  one  order  sheet." 

Several  redesign  comments  were  also  made,  primarily  focusing  on  maintaining 
separation  of  types  of  orders,  but  confining  them  to  one  sheet: 

(RN)  "It  would  be  helpful  if  the  medication  and  nonmedication 
MD  order  sheet  were  back  as  one.  A  possibility  would 
be  to  put  a  dotted  way  over  on  the  page  and  start  all 
med  (sic)  orders  there.  That  way  they  are  still  easily 
identified." 

(RN)  "People  have  suggested  med  &  nonmeds  (sic)  be  written 
on  the  same  sheet,  only  side  by  side,  in  2  separate  columns, 
as  opposed  to  separate  sheets." 

(D)  "In  my  medical  school  training,  we  always  wrote  medication 
orders  in  a  different  area  than  nonmedication.  However,  our 
order  form  had  the  following:  a  2  sided  format  which  allowed 
the  doctor  to  write  both  orders  without  constantly  flipping 
pages.  This  is  much  faster  and  more  efficient!" 

(3)  Nursina_Hl$tory  and  Assessment  Form.  There  was 
agreement  among  nursing  personnel  that  the  reduced  number  and  content  of 
questions  were  sufficient  (Appendix  I,  Tables  14,  15)  and  that  the  personal 
articles  block  appearing  on  the  front  side  of  the  form  was  "helpful"  (Appendix 
I,  Table  16).  Nursing  respondents  also  identified  that  the  bulk  of  nursing 
histories  were  being  taken  by  non-RN/ANC  nursing  personnel  (Appendix  I,  Table 
17).  In  compliance  with  Army  regulations  and  the  study  guidelines,  assessments 
were  being  performed  by  a  Registered  Nurse  (Appendix  I,  Table  18).  RNs  were  in 
favor  of  having  the  assessment  categories,  as  appeared  in  DA  Pam  40-5, 
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overpfinted  on  the  form  (Appendix  I,  Table  23)  since  they  were  not  only  helpful 
(Appendix  I,  Table  21),  but  were  perceived  to  increase  the  use  of  the 
categories  (Appendix  I,  Table  22).  The  majority  of  nursing  personnel  (54.2%) 
identified  that  the  nursing  history  and  assessment  continuation  form  was  not 
frequently  used  on  their  unit  (Appendix  I,  Table  20). 

Written  comments  primarily  focused  on  redesign,  but  included  a  few 
positive  and  negative  replies.  Positive  written  comments  included  phrases  such 
as:  (RN)  "Better  than  the  old  way;"  (RN)  "Assessment  categories  are  very 
helpful;"  and  (P)  "Clear  and  concise  on  gathering  pertinent  information." 
Personnel  remarked  that  they  found  the  continuation  sheet:  (RN)  "Useful  for 
transfers  to/from  the  unit;"  and  (RN)  "Helpful  for  recording  admission 
criteria."  Negative  comments  expressed  the  view  that  fewer  history 
questions  did  no;  necessarily  add  to  the  quality  of  the  nursing  history:  (RN) 
"I  like  the  old  form  with  more  nursing  history  questions.  Some  of  the  old 
questions  needed  deletion,  but  now  too  brief  (sic);"  and,  (RN)  "The  old  form, 
though  (sic)  it  took  longer  to  complete,  gave  us  a  better  overall  history  of 
the  patient."  Revision  comments  included  suggestions  to  add  material, 
e.g.,  space  for  listing  medications  and  health  problems;  space  for  patient's 
and  local  contact's  address;  area  to  note  habits  such  as  smoking  and  alcohol 
consumption,  space  to  document  patient  teaching,  and  family  history.  Deletions 
were  also  suggested,  e.g.,  personal  items  inventory,  assessment  categories, 
question  "How  can  we  be  most  helpful." 

(4)  Nursing  Care  Plan.  Overprinting  of  nursing  diagnostic 
categories  on  this  form  was  viewed  in  a  favorable  light  by  the  RNs:  88.5% 
agreed  that  such  an  overprint  was  "helpful"  (Appendix  I,  Table  25);  84.5% 
agreed  that  it  increased  their  use  of  the  nursing  diagnoses  (Appendix  I,  Table 
26);  and  90.9%  agreed  that  the  categories  should  continue  to  appear  on  the  NCP 
(Appendix  I,  Table  27).  Eighty-seven  percent  of  the  nursing  paraprofessionals 
identified  that  they  do  use  the  care  plan  to  learn  of  patient  goals  (Appendix 
I,  Table  28). 

Positive  written  comments  included  expressions  such  as:  (UN)  "Excellent;" 
and  "Improvement,  more  room  to  write."  Some  RNs  expressed  a  dislike  of  having 
the  nursing  diagnoses  overprinted  on  the  form:  "It  makes  reading  the  page 
confusing  and  restricts  my  use  of  the  form."  However,  as  with  the  history  and 
assessment  forms,  most  comments  suggested  design  changes: 

(RN)  "Nursing  discharge  considerations  should  somehow  be  put  on 

the  front  of  the  form  so  we  would  see  them." 

(RN)  "Put  overprint  of  diagnoses  on  the  front  page." 

(5)  Nursi ng  J?i scharqe  Smimary .  Again,  a  favorable  view 
was  taken  by  RN  personnel  regarding  the  creation  and  use  of  this  form. 
Respondents: 

-  agreed  that  the  summary  contained  elements  necessary  for  a  discharge 

note  (Appendix  I,  Table  31); 

-  liked  having  the  form  serve  the  dual  purpose  of  discharge  note 

(Appendix  I,  Table  32)  and  patient  information  copy  (Appendix 

I,  Table  33); 
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-  felt  an  outpatient  record  copy  to  be  important  (Appendix  I,  Table  34); 

-  would  like  to  keep  such  a  form  (Appendix  I,  Table  35),  but  to  have  it 

be  multidisciplinary  in  nature  (Appendix  I,  Table  36). 

Written  comments  also  reflected  favorable  use  of  this  form: 

(RN)  "Definitely  needs  to  be  kept  since  RNs  give  alot  (sic)  of 
discharge  instructions.  Made  overprinted  with  specific 
instructions  for  my  ward." 

(RN)  "Long  overdue." 

(RN)  "Helpful  in  eliminating  having  to  rewrite  information." 

The  few  negative  comments  often  focused  on  the  redundancy  of  information 
in  all  providers  discharge  notes,  which  gave  support  to  comments  advocating 
eventual  multidisciplinary  discharge  note: 

(RN)  "Do  we  all  have  to  write  the  same  discharge  note?" 

(RN)  "Feel  this  is  unnecessary  for  this  is  all  info  (sic)  on 
doctor's  discharge  surranary  sheet." 

(RN)  "Multidisciplinary  form  would  be  great  if  other 
disciplines  would  use." 

Written  comments  also  suggested  redesign  considerations: 

(RN)  "Delete  the  need  for  initials  in  each  section.  One  line 
at  the  bottom  with  a  space  to  sign  off  would  suffice. 

(RN)  "Get  rid  of  the  lines.  They  drive  me  cra.zy.  Would 
be  much  more  helpful  just  to  have  blocks  to  write  in." 

(RN)  "Need  more  room  for  meds  (sic);  less  room  for  instruction." 

(RN)  "Section  on  appointments  is  confusing." 

(RN)  "...should  have  a  place  for  diagnosis." 

(6)  Therapeutic  Documentation  Care  Plans.  Questions  for 
nursing  personnel  were  focused  in  the  two  areas  of  change  with  regards  to  these 
forms:  the  concept  of  recording  patient  responses  directly  on  the  TDs  and  the 
tested  folder  format.  Personnel  liked  recording  responses  directly  on  the 
sheet  containing  the  orders  (Appendix  I,  Table  61).  Furthermore,  such  a 
concept  was  felt  by  nursing  to  have: 

-  improved  nursing  documentation  (Appendix  I,  Table  64),  communication 

among  nursing  personnel  (Appendix  I,  Table  66),  and  communication 
between  nursing  and  other  disciplines  (Appendix  I,  Table  67); 

-  decreased  fragmentation  of  information  (Appendix  I,  Table  68);  and 

-  provided  a  better  "picture"  of  the  patient  (Appendix  I,  Table  70). 
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Personnel  were  of  the  opinion  that  such  a  concept  should  be  available  world¬ 
wide  (Appendix  I,  Table  73).  Paraprofessional  personnel  identified  that 
because  of  this  concept,  the  TDs  had  become  their  main  source  of  documentation 
(Appendix  I,  Table  62). 

The  folder  format  was  viewed  as  an  improvement  over  the  previous  format 
(Appendix  I,  Table  74),  with  respondents  agreeing  that  the  PRN  and  single 
actions  need  to  be  kept  separated  (Appendix  I,  Table  78).  The  sturdier  paper, 
even  with  numerous  overprinting  problems,  was  also  viewed  as  an  asset  and 
should  be  continued  (Appendix  I,  Table  77)  even  if  orders  cannot  be  easily 
overprinted  (Appendix  I,  Table  75).  However,  the  overwhelming  majority  of 
nursing  personnel  identified  that  the  use  of  a  yellow  highlighter  to 
discontinue  orders  was  essential  (Appendix  I,  Table  83). 

The  third  largest  group  of  written  comments  were  made  about  the  IDs. 
Positive  and  redesign  comments  were  often  intermingled: 

(RN)  "It's  great;  need  more  staff  members  to  be  more 
consistent  with  the  patient  response  codes." 

(P)  "Easier  to  work  with;  improves  charting  and  saves  time." 

(UC)  "Keep  these  forms." 

(RN)  "Need  to  encourage  use  of  codes.  Should  show  patients  ID 
(sic)  on  all  sides." 

(RN  and  UC)  "Would  be  better  if  PRN  actions  were  placed  on  the 
back  of  the  sheet  and  both  inside  sections  used  for 
recurring  orders." 

(RN)  "Must  be  able  to  be  overprinted  and  remain  color  coded." 

(P)  "More  space  needed  in  blocks." 

(P)  "Need  more  room  to  write  why  a  medication  was  given  and 
its  effectiveness." 

(Rh;  "Can  these  be  revised  somewhat  so  you  aren't  constantly 
flipping/flopping.  Alot  (sic)  of  people  end  up  missing  or 
forgetting  to  sign  off  treatments  because  they  are  impossible 
to  keep  in  order." 

Several  comments  were  made  about  coding  issues: 

(RN)  "Coding  should  be  the  same  on  both  forms.  I  like 
the  idea  of  codes  but  would  use  different  words  than 
satisfactory  or  unsatisfactory.  Maybe  an  additional 
few  codes  would  be  appropriate." 

(RN)  "Find  a  more  effective  way  to  document  response  of 
patient  other  than  a  plus  or  minus." 

(RN)  "Effectiveness  codes  are  not  utilized.  Changing  forms 
will  not  solve  this  problem,  but  this  is  a  good  form." 
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(RN)  "I  dislike  using  codes.  Orders  are  not  always 
effective  or  ineffective,  e.g.,  patient  states  he  got  some 
relief  from  pain  with  this  medication." 

(P)  "The  forms  are  easier  to  use  but  do  not  allow  for 
specific  information  to  be  obtained,  such  as  how  much  of 
a  diet  was  eaten... 1/2,  1/4,  3/4,  or  all.  The  "yes"  and 
"no"  codes  don't  allow  for  deviations." 

Not  all  study  respondents  were  pleased  with  the  new  format,  suggesting 
a  return  to  previous  ways,  particularly  the  use  of  a  single  sheet: 

(RN)  "Integrate  to  one  form.  Does  not  work  well  for 
minimal  orders,  e.g.,  labor  and  delivery;  too  bulky. 

(RN)  "Bulky  with  too  many  folds  and  places  to  look  for  orders." 

(RN)  "The  folder  method  proves  confusing." 

(RN)  "Single  sheet  format." 

(P)  "Reinstate  old  forms." 

Respondents  making  written  comments  regarding  yellow  highlighter  use 
unanimously  agreed  that  the  highlighter  must  be  used  to  discontinue  orders. 

As  one  paraprofessional  put  it:  "The  blocking  out  with  yellow  marker  was  more 
alerting  to  the  eye  than  the  current  (way)  of  discontinuing  an  order." 


8.  DISCUSSION 

As  noted  at  the  beginning  of  this  project  report,  forms  and  documentation 
are  a  necessary  part  of  nursing's  daily  life.  The  investigators  outlined  but 
four  stated  overall  objectives  as  the  study  process  began.  However,  the  true 
"bottom  line"  was  the  attempt  to  find  a  less  cumbersome  system,  which  would 
provide  a  mechanism  for  world-wide  Army  nursing  personnel,  regardless  of 
specialty  area,  to  appropriately,  simply,  promptly  and  accurately  record 
essential  elements  of  daily  patient  care,  and  any  variations  in  the  patient's 
response  to  the  therapeutic  regimens.  Essentially,  a  single  solution  that 
would  fit  everything.  In  that  vein,  we  went  about  trying  to  describe 
documentation's  various  perspectives. 

Study  questions  which  addressed  all  aspects  of  the  tested  process,  from 
survey  to  implementation,  have  been  answered.  Yet,  at  the  same  time,  the 
dilemma  of  documentation  persists.  When  is  enough,  enough,  or  even  too  much? 
When  is  it  too  little?  Perhaps  the  crux  of  this  study  was  the  ability  to  use 
three  pieces  of  paper,  on  which  the  bulk  of  patient  data  could  be  recorded: 
the  therapeutic  documentation  care  plans,  holding  documentation  of  "normal"  or 
"expected"  responses  to  interventions;  and  the  progress  note  sheet,  onto  which 
could  be  recorded  the  deviations  from  the  care,  sunmary  statements  of  changes, 
or  even  agreement  with  a  colleague's  assessment. 

Did  it  work?  Yes,  but...  Integrated  progress  notes,  with  accompanying 
use  of  the  TDs  to  subsume  the  bulk  of  the  day  to  day  "charting,"  began  to  allow 
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the  exchange  of  ideas  in  one  area  of  the  patient  record;  consolidate 
information  about  the  patient  from  the  myriad  of  disciplines;  provide  a  more 
chronological  record  of  events  from  "start  to  finish."  Yet,  full  success 
depended  upon  important  changes:  everyone's,  not  just  nursing's,  understanding 
of  the  new  use  for  the  IDs;  thorough  annotation  of  nursing  orders  to  cover  all 
care  actions  (e.g.,  writing  a  nursing  order  for  "daily  wound  checks"  which 
would  facilitate  recording  of  normal  healing  processes);  appropriate,  and 
frequent  notation  of  responses  on  the  TDs;  and  the  ability  to  write  a  "quality 
progress  note,"  that  is,  one  which  was  succinct,  showed  technical  observational 
skills,  used  appropriate  medical  terminology,  etc. 

Those  changes,  as  reported,  were  not  as  successful  as  others.  The 
linchpin  may  be  time.  The  literature  supports  that  the  longer  a  process  is  in 
place,  and  the  more  radical  the  departure  from  the  "norm,"  the  more  arduous  and 
lengthy  is  the  change.  Although  training  was  conducted  prior  to  implementation 
of  tested  documentation  forms  and  concepts,  and  personnel  learned  more  with 
each  passing  day  of  the  test,  habits  slowly  changed.  Yet,  because  of  time 
constraints,  surveys  were  conducted  only  four  months  into  the  project.  This 
could  explain  what  might,  at  first,  seem  to  be  a  split  vote  on  integrated 
notes.  Respondent's  written  survey  comments  also  leave  one  with  the  sense  that 
during  the  test  period,  as  habits  changed,  there  were  even  "fewer"  bits  of 
nursing  information.  It  is  important  to  note  that  the  overwhelming  majority  of 
all  respondents  (85.1%)  and  nearly  63%  of  nonnursing  respondents  were  in  favor 
of  having  integrated  notes  at  all  Army  facilities.  Although  problems  existed, 
respondents  placed  merit  to  the  concept,  and  want  to  continue  its  use. 

Comment  must  also  be  made  on  two  diverse  perspectives:  that  "more"  is 
automatically  "better;"  or  that  "less"  is  preferred.  Volume  does  not 
necessarily  correlate  with  quality;  in  fact  important  measurements  and 
observations  may  be  obscured  as  they  are  buried  in  voluminous  notes.  However, 
regardless  of  the  simplicity  allowed  by  any  system,  until  habits  are  changed,  a 
dearth  of  appropriate  notation  may  be  the  result.  For  example,  simply  agreeing 
with  a  previous  assessment  does  not  satisfy  documentation  requirements  if  the 
writer  is  untrained  to  evaluate  the  validity  of  the  assessment,  or  is  still 
adjusting  to  the  expanded  use  of  the  TDs  and  chooses  not  to  document  in  either 
progress  note  or  TD  area.  Nursing  observations  and  patient  assessments  are 
important.  The  perspective  and  content  of  such  notations  has  changed 
drastically  over  past  decades  as  education  and  technology  improvements  have 
increased  nurses'  and  paraprofessionals’  skills.  Yet,  when  pressed  for  time, 
on  a  shift  when  chaos  may  reign,  and  priorities  must  be  set,  nursing  personnel 
must  remain  diligent  to  safeguard  appropriate,  albeit,  abbreviated 
documentation. 

The  separated  physicians'  orders  was  much  too  arduous  a  change,  proving 
the  most  difficult  to  manage  and  causing  repeated  conflicts  between  providers. 
Printing  errors  further  added  to  the  confusion  at  implementation 
startup.  The  investigators  pause  to  wonder  the  course  of  study  results  if  this 
element  had  not  been  attempted.  Would  it  have  allowed  nursing  personnel  to 
concentrate  on  learning  and  feeling  comfortable  with  the  expanded  TD  use? 

Would  it  have  allowed  physicians  less  of  a  point  of  focus  on  multiple  changes, 
and  increased  acceptance  of  the  integrated  note  concept?  While  there  are  no 
final  answers  to  these  questions,  it  would  seem  reasonable  to  conclude  that  one 
less  change  would  not  have  had  a  negative  effect. 
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With  the  exception  of  the  separated  physicians'  order  sheets,  when  all 
other  study  elements  are  taken  into  consideration,  respondents  expressed 
satisfaction  with  changes,  citing  the  ease  of  use,  improved  coiranunication, 
simplicity  and  flexibility  of  the  new  system.  Easier  transition  to  the  less 
drastic  changes  such  as  the  revised  history  and  assessment  form,  and  nursing 
care  plan  may  play  a  part  in  the  positive  responses.  Yet,  again,  innovation 
theory  reflects  that  new  habits  are  not  substituted  for  old  unless  the  users 
see  utility  to  the  change,  and  it  shows  a  clear  and  unambiguous  improvement 
over  its  antecedent. 

Some  might  challenge  that  if  the  tested  system  were  really  that  much  more 
simple,  it  would  not  have  taken  extended  training  sessions,  complicated 
logistics,  and  detailed  guidelines  to  implement.  The  forms  would  have  "spoken 
for  themselves;"  one  look  would  have  allowed  users  to  immediately  know  for 
what  purpose  and  how  the  form  was  to  be  used.  The  investigators  agree.  Had  we 
simply  tested  a  new  history,  assessment,  care  plan  and  discharge  form  such 
issues  would  be  moot.  The  complexity  arrived  with  expanded  TD  use,  and  became 
more  so  because  of  form  construction  (not  to  mention  additional  early  printing 
errors).  Early  in  form  development,  study  group  members  had  decided  they  did 
not  want  to  relinquish  the  RN's  ability  to  write  nursing  orders.  At  the  same 
time,  group  members  liked  the  idea  of  having  a  piece  of  paper  on  which  multiple 
days  of  data  could  be  recorded  without  necessitating  recopying  of  orders.  Had 
these  not  been  important  issues,  it  is  envisioned  that  the  group  would  have 
probably  tested  a  form  found  in  the  civilian  community:  one  generated  daily;  a 
flowsheet  of  sorts,  which,  allowed  notations  of  standard  activities  of  daily 
living,  e.g.,  nutrition,  activity  level,  vital  signs,  etc.,  for  each  shift. 

Such  a  form  also  allowed  the  user  to  then  refer  to  a  narrative  note,  found 
either  on  the  reverse  side  of  the  same  sheet  or  on  an  integrated  progress  note. 
The  drawbacks  were  obvious:  daily  recopying  of  order  levels;  no  addition  of 
nurse  driven  orders.  Certainly,  it  would  be  simpler,  yet  users  would  have  to 
relinquish  what  are  obviously  preferred  elements.  There  are  tradeoffs  to  every 
new  idea.  The  investigators  still  feel  this  flowsheet  has  merit  for  testing  if 
users  chose  to  relinquish  a  form  with  the  noted  characteristics. 

The  study  process  was  lengthy;  this  report,  too,  has  been  lengthy.  Ihe 
investigators  would  be  remiss,  however,  not  to  emphasize  some  relevant 
methodological  and  philosophical  issues.  Documentation,  regardless  of  the 
system,  is  only  as  good  as  the  person  who  puts  pen  to  paper.  As  long  as  any 
system  is  still  requiring  manual  labor  in  the  form  of  writing,  rather  than  an 
automative  process  allowing  the  user  to  select  from  a  menu  of  responses,  its 
quality  will  often  elude  objective  measure,  continue  to  be  value  laden  and 
relative  within  the  context  of  the  reader's  perspective.  With  apologies  to  a 
Supreme  Court  justice,  the  investigators  would  venture  to  write  that  some  might 
even  say  "I  can't  define  good  documentation,  but  1  sure  know  it  when  I  see  it." 
The  reverse  may  be  even  more  obvious:  "I  sure  know  what's  missing  when  I  don't 
see  it."  The  search  for  quality  then  becomes  more  a  hunt  for  the  lack  of, 
rather  than  the  presence  of,  the  written  word  about  a  patient's  response  to 
therapeutic  regimens. 

Automation  will  not  be  a  panacea.  It  will  still  require  the  presence  and 
active  participation  of  a  health  care  provider  to  put  observations  and 
conclusions  to  computer  screen,  or  scroll  through  itemized  lists.  Yet  it  has 
the  enormous  potential  to  remove  the  drudgery  behind  the  process,  insure 
thoroughness  of  notations,  and  address  that  elusive  quality  issue  head  on. 
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Finally,  as  health  care  becomes  more  complex  and  costly,  emphasis  placed 
on  shorter  hospital  stays,  and  the  search  begins  in  earnest  for  an  element  of 
managed  care  within  the  AMEDD  system,  coherent,  concise,  yet  detailed  notations 
will  be  the  treasured  norm.  Whether  the  record  is  read  by  the  physician, 
nurse,  lawyer,  or  budget  analyst,  each  will  be  searching  for  evidence  of 
quality  documentation  which  will  help  to  explain  events  occurring  during  the 
course  of  hospitalization.  AMEDD  inpatient  records  must  work  for  them,  not 
visa  versa.  The  investigators  fervently  hope  this  effort  has  headed  in  the 
former  direction. 


9.  RECOMMENDATIONS 

a.  Based  upon  study  findings,  the  following  recommendations  are  made: 

1)  Medical  Record  -  Nursing  Risior.v:.  andJ^sessment.  DA  Form 
Recommend  implementation  with  minor  design  changes  (Appendix  N-2)  on  the  front 
and  reverse  sides: 


-  Front:  elimination  of  “Yes/No"  column;  elimination  of 

questions  7  and  8  ("What  other  concerns  do  you  have;"  and 
"How  can  we  be  most  helpful?")  with  remaining  blank  spaces 
to  be  used  as  local  need  dictates. 

-  Reverse:  addition  of  the  words  "Date/Time"  in  the  upper 

left  hand  corner  of  the  assessment  data  area;  elimination 
of  the  block  reading  "Typed  or  Printed  Name  of  RN,"  thus 
allowing  only  for  the  Signature  of  the  Registered  Nurse  to 
appear  at  the  end  of  the  assessment. 

2)  Medical  Record  -  Nursing  History  and  AssessmerrLlcQtitiDued).. -QA 
Form  3888-3  (Appendix  N-41.  Recommend  implementation  as  tested  (Appendix  E-4). 
Allow  the  form's  continued  use  to  update  admission  assessments  as  necessary,  for 
transfer  assessments  or  for  overprinting  as  local  needs  dictate. 

3)  Medical  Record  ~  Nursing  Care  Plan.  DA  Form  3888>4. 

Recommend  implementation  with  the  following  design  changes  (Appendix  N-6): 
moving  the  "Discharge  Considerations"  block  from  the  reverse  to  front  sides; 
extending  the  care  plan  grid  on  the  reverse  side  of  the  form. 

4)  Medical  Record  -  Nursing  Pi scharge_ Summary.  DA  EonnJSSS-S^ 
Recommend  implementation  with  minor  design  changes  (Appendix  N-8);  elimination 
of  lines  within  major  sections;  simplification  of  "Follow-Up"  section;  designate 
copy  #2  as  "patient  copy"  and  copy  #3  for  the  health  record/outpatient  medical 
treatment  record.  It  is  further  recommended  that,  at  some  point  (either  upon 
implementation  if  design  issues  can  be  resolved,  or  at  a  later  date)  the  form 
become  multi-discipline  in  nature  allowing  care  providers  other  than  the  nurse, 
e.g.j  physician,  dietitian,  physical  therapist,  etc.,  to  address  discharge 
considerations  within  their  own  realms. 

5)  Clinical  Record  -  Doctor's  Orders..  DA  Forms  4256.  Recommend 
one  order  sheet  subdivided  into  two  distinct  sections:  medication  orders  and 
non -medication  orders  (Appendix  N-9),  The  following  design  changes  are  further 
recommended: 
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-  the  form  would  continue  to  be  multiple  copy,  with  tear  pages  sent 

to  the  pharmacy  after  each  set  of  orders  is  written;  new  order 
sheets  would  be  initiated  once  a  page  is  filled  with  orders  on 
one  side  or  the  other,  or  if  all  the  copy  pages  have  been  sent 
to  the  pharmacy.  In  the  latter  situation,  if  orders  do  not 
fill  the  original  page,  but  there  are  no  additional  copy  pages, 
the  remainder  of  the  original  page  would  be  crossed  out  to 
eliminate  the  possibility  of  a  written  order  without  duplicate 
pharmacy  page. 

-  space  the  order  lines  to  allow  for  standard  typewritten  spacing; 

-  change  top  reinforcement  to  facilitate  automatic  feeding  through 

a  copy  machine; 

-  eliminate  the  "buff  copy". 

6)  Therapeutic  Documentation  Care  Plans  (Nonmedicationl 
(Medication).  DA  Forms  4677-1  (Appendix  N-lQl  and  4678-1  (Appendix  N-16). 
Recommend  exploring  the  overprint/folder  format  issue  onto  cardstock  with  other 
machinery;  the  ideal  resolution  would  be  to  allow  the  folder  format  to  remain  as 
tested  (Appendix  E-11  and  E-15),  with  the  sturdy  paper.  If  the  folder  can  be 
maintained  the  following  design  changes  are  recommended: 

-  maintain  the  single  action  section  on  page  one  (folder  front) 

with  the  recurring  order  sections  on  pages  two  and  three 
(in  the  middle  section  of  the  folder);  page  four  (the  reverse 
side  of  page  one)  would  be  used  for  the  "PRN"  orders. 

-  place  Patient  Identification  block  on  all  pages; 

-  place  the  phrase  "continue  on  reverse"  on  page  3,  indicating  a 

continued  section  on  the  fourth  page; 

»  place  related  codes  on  three  of  the  four  pages  (only  on  one  page 
of  the  recurring  orders); 

-  place  the  year  block  on  each  page; 

-  create  a  section  on  page  one  denoting  the  number  of  such  forms  in 

use  for  this  hospitalization,  e.g.,  "Form  _  of  _ "; 

-  change  the  terms  "clerk/nurse"  in  the  block  for  transcribing 

official's  initials  to  "transcriber/reviewer"; 

-  change  the  paper  stock  from  card-stock  to  a  less  thick,  but  yet 

sturdy  enough  stock  which  could  satisfactorily  withstand  the 
constant  handling  such  forms  will  experience. 

If. the  overprint/folder  format  issue  cannot  be  resolved,  the  following  are 
design  recommendations: 

-  return  to  one  piece  of  paper  onto  which  overprints  can  be  easily 

accomplished; 
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-  have  the  “Single  Action"  and  "PRN"  sections  appear  in  separate 

blocks  on  the  front  side  of  the  form,  along  with  appropriate 
patient  identification,  year,  page  number,  and  transcriber/ 
reviewer  changes  as  previously  suggested; 

-  print  the  "Recurring  Orders"  section  on  the  reverse  side  of  the 

form,  along  with  the  appropriate  codes; 

-  reduce  the  recurring  orders  section  to  encompass  completed 

actions  for  one  week,  rather  than  a  longer  period  of  time,  in 
order  to  enlarge  the  blocks  for  coding. 

Finally,  regardless  of  design  change,  use  of  the  yellow  highlighter  to  denote  a 
discontinued  order  must  be  reinstated. 

b.  Integrated  Progress  Notes.  Recommend  worldwide  implementation  of 
integrated  progress  notes  in  conjunction  with  authorizing  use  of  codes  on  the 
therapeutic  documentation  care  plans.  Further  recommend  that  all  providers  be 
required  to  identify  their  notes  by  discipline,  e.g.,  "Nursing  Note";  "Physical 
Therapy  Note",  "Attending  Physician  Note",  etc.,  and  that  notes  be  not  only 
dated,  but  also  timed.  The  latter  could  be  most  easily  accomplished  with  the 
addition  of  a  date/time  column  on  the  progress  note  form  (SF  509).  Pages 
should  be  numbered;  hence,  it  is  recommended  that  future  redesign  of  the  SF  509 
include  a  notation  designating  paging  sequence,  e.g.,  "Page  of  ." 
Recommend  that  referencing  a  nursing  care  plan  problem  number~5e  optional  for 
nursing  notations. 

c.  AR  40-407.  Nursing  Records  ■aDd_Reports^  Re^gulatQry_i:hanges.  For  the 
most  part,  if  forms  are  implemented  as  previously  recommended,  the  CNR  Study 
Guidelines  would  provide  the  basis  for  any  required  regulatory  changes. 

However,  other  specific  recommendations  are  made  based  upon  information 
obtained  throughout  the  course  of  the  study: 

1)  General  Consents:  General  sequencing  of  information  about  the 
nursing  process  and  forms'  descriptions  should  be  changed  to  provide  a  more 
logical  flow,  e.g,,  begin  with  the  nursing  process  rather  than  a  description  of 
doctor's  orders.  Other  general  recommendations  are: 

-  expand  the  brief  mention  of  the  nursing  process,  as  it 

pertains  to  the  documentation  issues  (AR  40-407,  para  2-5), 
to  describe  the  four  phases  of  the  process  (Note: 

Appendix  E-19,  CNR  Study  Test  Form  Guidelines,  para  2a-d) . 

-  include  a  brief  statement  about  the  purposes  of  nursing 

documentation. 

-  decide  on  terms  to  describe  various  levels  of  nursing 

personnel.  Do  not  interchange  terms  such  as  "Nurse," 

"RN,"  "professional  nurse."  The  term  "nurse"  can  be  used 
to  describe  both  registered  and  licensed  practical  nurses. 

2)  Nursing  History  and  Assessment  Forms.  Recommend  discussion  of 
each  form  in  separate  sections  within  the  same  paragraph  of  the  regulation. 
Further  recommendations  are  that: 
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-  the  regulation  be  strengthened  to  encourage  the  performance 

of  the  history  and  assessment  at  admission  by  allowing  the 
admission  assessment  note  to  suffice  for  a  duplicate  note 
in  the  progress  notes.  If  an  assessment  is  not  completed 
at  the  time  of  admission,  the  regulation  should  then 
require  some  type  of  admission  nursing  progress  notation. 

-  the  assessment  be  completed  within  any  period  specified  by 

JCAH  standards. 

-  the  regulation  specify,  as  does  DA  Pam  40-5,  that  "... 

the  nursing  history  is  obtained  by  the  nursing  personnel 
...  the  nursing  assessment  is  completed  and  recorded  by 
an  RN;" 

-  a  statement  be  inserted  into  the  regulation  which  parallels 

one  in  DA  Pam  40-5  related  to  the  extent  of  the  required 
nursing  assessment:  "data  on  the  biophysical  status  .  .  . 
as  appropriate  for  planning  care  ..."  (p.  2-1); 

-  a  statement  of  accountability  similar  to  the  one  contained 

in  the  CNR  Guidelines,  pg.  10,  item  (3). 

3)  Nursing  Care  Plan. 

-  Discussion  of  nursing  care  plan  development  should  be 

separate  from  the  discussion  related  to  the  nursing 
history/assessment  forms. 

-  Include  the  use  of  both  therapeutic  documentation  care  plans 

in  any  discussion  on  nursing  orders  or  the  use  of  such 
forms  as  they  relate  to  actions  taken  to  solve  problems 
specified  on  the  care  plan. 

-  Define  "nursing  orders";  strengthen  to  provide  as  much 

"clout"  as  orders  written  by  a  physician. 

-  Incorporate  "Nursing  Diagnosis;"  allow  its  use  in  lieu  of 

patient  problems. 

-  Address  isolated  instances  when  there  may  be  no  problems  to 

be  noted  on  admission  (e.g.,  item  e.,  page  15,  CNR 
Guidelines) . 

-  Address  short  term  admission  requirements;  if  a  "local 

policy"  is  to  be  the  answer  for  these  admissions,  such 
should  be  clearly  stated  in  the  regulation. 

4)  Patient  Discharge  Plan.  Recommend  completion  of  this  form  at 
discharge  suffice  for  discharge  nursing  progress  note. 

5)  Doctor's  Orders.  Description  of  this  form  should  follow 

the  nursing  history,  assessment  and  care  plan  forms.  It  then  leads  into  the 
therapeutic  documentation  care  plan  forms.  Mandate  the  use  of  prescriber's 
stamp  to  follow  signatures  on  order  sheets  to  preclude  illegible  signatures. 
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6)  Therapeutic  Documentation  Care  Plans.  Although  these  are 
complementary  forms,  they  should  be  described  in  separate  paragraphs,  even  if 
similar  information  is  repeated  in  both  paragraphs. 

7)  Nursing  Progress  Notes.  Recommend  regulatory  changes  as  used 
throughout  CNR  study  and  specified  in  the  CNR  Study  Guidelines.  The  only 
addition  to  the  guidelines  would  be  to  authorize  local  decisions  affecting  the 
frequency  of  narrative  notations  if  a  monitoring  process  at  the  facility  were 
to  disclose  inadequate  documentation  on  either  the  progress  notes  or  the 
therapeutic  documentation  care  plans. 

d.  Worldwide  Implementation  Recommendations  fall  into  four  basic 
rubrics;  preimplementation  coordination  of  logistics  by  a  central  activity; 
use  of  a  regional  concept  to  "train  the  trainers"  who  will  eventually  train 
selected  teams  from  local  facilities  (all  using  the  same  training  aides  and 
regulatory  guidelines);  local  training  and  decisions  about  phase-in  of  new 
forms;  and  any  necessary  follow  up  activities  and  issue  clarification. 

1)  Preimplementation  Coordination; _ Central  Activities.  Worldwide 

implementation  activities  should  parallel  those  which  occurred  in  preparation 
for  the  test  period.  Because  of  the  magnitude  of  the  implementation,  central 
coordination  is  recommended  to  accomplish  necessary  logistics  for  local 
facility  activity. 


-  Recomnend  central  coordination  be 

accomplished  at  the  level 
of  the  OTSG  Nursing  Consultant; 

-  Requirements  at  this  level  will  include; 

*  form  volume  estimates  and  coordination  of  printing 

process  through  OTSG  and  DA  publications 
directorates; 

*  preparation  of  regulatory  guidelines  governing  form 

use; 

*  preparation  of  training  aides  for  implementation  (video 

tapes,  programmed  text,  information  papers,  form 
packets,  slides  and  overhead  transparencies,  etc.) 

*  coordination  of  regional  training  officers  and  teams; 

*  coordination  of  regional  team  training. 

*  coordination  with  other  disciplines,  particularly 

patient  administrators  and  medical  records 
specialists.  Recommend  dissemination  of  form 
information,  implementation  plans  and  schedules  in 
major  command  newsletters  with  appropriate  sections. 

-  Recommend  regional  coordinators  and  teams  as  follows:  the 

eight  HSC  regions;  18th  Medical  Command;  7th  Medical 
Command.  Also  recommend  a  representative  from  the  Nursing 
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Science  Division,  Academy  of  Health  Sciences,  Fort  Sam 
Houston,  TX,  to  provide  instruction  for  the  ANC  Officer 
Basic  Course  students. 

-  Recommend  use  of  as  many  personnel  with  test  site  experience 

as  possible,  particularly  as  regional  coordinators  or  team 
members . 

-  Recommend  training  commence  while  forms  are  printed 

and  stocked  at  depots,  thus  allowing  preparatory 
time  for  necessary  regional  coordinator/teams 
training  and  subsequent  regional  training  for 
local  facility  coordinator  and  team  members. 

-  Recommend  training  and  implementation  be  planned  as  close  to 

a  conference  for  chief  nurses  as  possible  so  training 
logistics  are  disseminated  to  facility  leaders  who  will 
eventually  appoint  local  coordinators/team  members. 

Pre implementation  Regional  Activities. 

-  Regional  coordinators  and  team  members:  identified  by 

regional  chief  nurses;  should  be  well  versed  in 
documentation  issues,  have  good  oral  communication  skills, 
be  comfortable  with  presenting  material  to  large  audiences, 
and  be  accessible  to  local  coordinators  and  team  members; 
either  military  or  civilian  registered  nurses  (note  above 
recommendation  for  use  of  personnel  with  test  site 
experience) . 

-  Requirements  at  this  level  will  include: 

*  attendance  at  central  training  sessions; 

*  organization  of  regional  training  sessions  for  local 
coordinator/team  members; 

*  serving  as  resource  personnel  for  questions/issues 
arising  during  local  facility  implementation;  conduit 
for  such  questions  and  issues  to  central  coordinator. 

Preimplementation  Local  Facility  Activities. 

Local  Facility  Coordinator/Team  Members.  Appointed  by 
facility  Chief  Nurse;  recommend  similar  characteristics  as 
regional  members;  recommend  facility  coordinator  who  is  an 
ANC  or  civilian  RN  with  access  to  all  areas  of  the 
hospital's  operations,  having  good  rapport  with  all 
disciplines  and  who  is  not  likely  to  be  reassigned  on  a 
permanent  change  of  station  during  the  implementation 
course.  The  most  likely  candidates  for  such  a  coordinator 
role  include  section  supervisors,  nursing  education/staff 
development  or  quality  assurance  personnel  and  nurse 
methods  analysts.  Team  members  can  likely  include  a  non¬ 
commissioned  officer  practical  nurse  (91C  military 
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occupational  skill)  with  characteristics  similar  to  those 
described  for  regional  members. 

“  Requirements  at  this  level  will  include  those  similar  to 
test  site  project  officer  coordination  and  planning 
activities.  All  planning  should  be  coordinated  through 
necessary  local  approval' channels. 

*  Attendance  at  regional  training  meeting. 

*  Coordination  of  time  table  for  local  training  and 

phase-in  of  new  forms  and  regulations. 

*  Conduct  of  necessary  local  training  classes  to 

introduce  form  and  regulatory  changes.  Recommend 
particular  emphasis  on  the  writing  of  nursing  orders 
in  a  manner  which  facilitates  use  of  the  codes  on  the 
therapeutic  documentation  care  plans;  and  narrative 
nursing  progress  notes  reflecting  the  condition  of 
the  patient  in  a  succinct  manner.  Recommend  training 
to  include  all  disciplines,  particularly  physicians, 
because  of  the  change  in  use  of  order  sheets, 
progress  notes  and  therapeutic  documentation  care 
plans.  Patient  Administration  personnel, 
particularly  the  chief  and  medical  records  personnel 
be  fully  briefed  on  the  forms  and  regulatory 
guidance.  Recommend  reference  to  project  office 
reports  for  local  implementation  strategies  pertinent 
to  facility  size. 

*  Consult  with  regional  coordinators/team  members  to 

solve  facility  issues/problems  and  answer  questions. 

*  Provide  progress  reports  to  regional  coordinators  using 

mechanisms  established  within  the  region. 

4)  Implementation  Activities.  Recommend  overall  time  table  be 
established  by  the  central  coordinator  for  the  implementation  process.  Thus, 
world-wide  facilities  would  have  some  flexibility  with  local  implementation 
plans,  while  ensuring  an  implementation  end  date.  Further  recommendations 
include: 

-  communication  of  regional  and  local  implementation 

time  tables  to  central  coordinator  using  mechanism 
established  by  the  central  coordinator. 

-  close  monitoring  of  those  facilities  which  undergo  any 

scheduled  inspections  during  or  shortly  after 
implementation.  Positive  comments  should  be  passed  along 
to  all  facilities  via  the  electronic  mail  system  to  aide 
with  implementation;  problem  issues  must  be  solved  with 
resolutions  shared  with  all  facilities. 

-  maximum  use  of  electronic  mailing  systems  to  quickly 

communicate  information  to  all  facilities  following 
implementation. 
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APPENDIX  A 
Current  DA  Forms 


A-1 


NURSING  HISTORY  {ContlnutdJ 


YES 


NO 


19,  Do  you  h«vt  any  probitmt  with  your 
bowtii  (diarrhea,  constipation,  or  other)? 
Aids. used?  If  YES,  explain. 


20,  Do  you  have  any  problems  with 
urinating  (frequency,  burning,  urgency  or 
other)?  If  YES,  explain. 


21.  Do  you  need  help  with  eating, 
bathing,  dressing,  or  walking?  If  YES, 
explain. 


22.  Do  you  have  any  difficulty  with 
seeing,  hearing,  speaking?  Any  special 
aids  used  (glesses,  heering  aid,  crutches, 
cane,  other)?  If  YES,  explain. 


23.  Do  you  have  any  particular  likes 
and/or  dislikes  we  should  know  about  to 
provide  care  for  you  or  any  religious  or 
cultural  practices  you  would  like  us  to 
respect?  If  YES,  explain. 


24.  Do  you  smoke?  If  YES,  type  and 
amount? 


25.  Do  you  drink  alcoholic  beverages? 
If  YES,  amount  and  frequency? 


26.  What  do  you  normally  do  for 
hobbies,  recreation,  etc? 


27.  How  do  you  usually  handle  and 
react  to  situations  which  upset  you? 


28.  Do  you  have  any  special  concerns  or 
requests  that  will  help  us  to  meke  your 
hospital  stay  easier?  If  YES,  explain. 


29.  Who  do  you  have  to  assist  you  when 
you  are  discharged? 


tmiitiinmiiii 


SIGNATURE  (Nunef 


MEDICAL  RECORD  ^  NURSING  ASSESSMENT  AND  CARE  PLAN  (Continuation) 

For  UM  of  this  iorm,  ta«  AR  40-407;  th*  piopohont  agoncy  is  th«  Offioa  of  Th«  Surgaon  Ganaral. 

ASSESSMENT  DATA 


signature  INurael  j  DATE 

PATIENT  IDENTIFICATION- 


A-4 


Qjl^  i'aUQ^79  3888*1  (CONTINUE  OS  REVERSE) 


INSTRUCTIONS:  Number  and  initial  each  recording  and  indicate  Long(L)  and  Short(S)  term  goals. 


DISCHARGE  CONSIDERATIONS: 
Patient-Family  Teaching: 


Special  Contiderationt:  (Soeloptyehologlcal  need*.  Umllallom,  Ditablllllei,  tie.) 


Other: 


Poet  Hoapital  Oiipoiition; 


CLINICAL  RECORD  -  DOCTOR'S  ORDERS 

For  UM  of  this  form,  see  AR  40-400;  the  proponent  agency  is  the  Office  of  The  Su'.geon  General. 

THE  DOCTOR  SHALL  RECORD  DATE,  TIME  AND  SIGN  EACH  SET  OF  ORDERS.  IF  PROBLEM  ORIENTED  MEDICAL  RECORD 
SYSTEM  IS  USED,  WRITE  PROBLEM  NUMBER  IN  COLUMN  INDICATED  BY  ARROW  BELOW. 


PATIENT  IDENTIFICATION 


NURSING  UNIT  I  ROOM  NO.  [  BED  NO. 


PATIENT  IDENTIFICATION 


NURSING  UNIT  [ROOM  NO.  I  BED  NO. 


PATIENT  IDENTIFICATION 


NURSING  UNIT  IrOOM  NO.  |  BED  NO. 


PATIENT  IDENTIFICATION 


NURSING  UNIT  ROOM  NO.  IbEO  NO. 


DATE  OF  ORDER 

TIME  OF  ORDER 

LIST  TIME 
ORDER 
NOTED  AND 

_  HOURS 

SIGN 

DA  4256 


REPLACES  EDITION  OF  1  JUL  77,,  WHICH  MAY  BE  USED. 


1  VERIFY  BY  miriALlNG 

ORDER  ^ 

CLERK/ 

DATE 

NURSE 

_  (NON-MEDICATION) 

For.tjte’bf  thit  forinr*eVAR"40t407; 
th»  proponent  agency  Is  tha  Offtce  of  The  Surgeon  General. 

INITIALPRORER  COLUMN  FOLLOWING  EACH  COMPLETION 


DATE  COMPLETED 


allergies;  □yes  I  I  NO  [PRIMARY  DIAGNOSIS; 


ADDITIONAL  PAGES  IN  USE^, 

□  yes  □no 


PATIENT  IDENTIFICATION: 


UW  1  OCT  78 


PAGENO;  -  . .  . . 


ACTION  TIMES 

USE  PENCIL.  CIRCLE  ACTION  TIMES 
D  8  9  10  n  12  13  14  15 
E  16  17  18  19  20  21  22  23 
N  24  01  02  03  04  05  Oi  07 


-EDITION  OF'I'DE'C  77'MAY-BE  USED. 

A-7 


Vras.  OPO:  1911— 34l-e4C/<2«l 


ADDITIONAL  PAGES  IN  USE 
□  yes  n  no 

PAGE  NO.  - 


DiSPENSiNG  TIMES 


D  7  8  9  10  11  12  13  14 

E  15  16  17  18  19  20  21  22 

N  23  24  01  02  03  04  05  06 


4678 


EDITION  OF  1  DEC  77  WIUiTbe  USED  UNTIL  EXHAUSTED. 


OL-V 


MEDICAL  RECORD  -  SUPPLEMENTAL  MEDICAL  DATA 

For  uw  of  this  form,  oM  AR  40400:  tho  propeiwnt  afioiiev  it  tho  Off  ico  of  Tho  Surgoon  Qonoral. 

REPORT  TITLE 

OTSO  APPROVED  (Date) 

_ I _ 

PATIENT'S  IDENTIFICATION  (for  typed  or  written  entriee  give;  Nome  -  but,  firet, 
middle:  trade;  date;  hoepital  or  medical  facility t 


□  HISTORY/FHYSICAL 


(Continue  on  reveree) 
I  DATE 


□  FLOWCHART 


A-11 


□  OTHER  EXAMINATION  O  OTWER  (Specify) 
OR  EVALUATION 

□  DIAGNOSTIC  STUDIES 


DA  .r/,.  4700 


□  TREATMENT 


CLiNICAL.RKORO 


NUISiNG  NOTES 

-(Sign  all  notes) 


NURSmfi  NOTES 
Standard  Form  SIO 
Gtntrtl  Strvicis  Admlnittratien  and 
Intaraiancy  Comtnittaa  on  Madical  Raeotdi 
FPMR  fOi-n.tOS-SMMobar  1975 
510-109 


:A-14 


Sl-V 


GPO  :•  1983  0  -  414-397 


NURSING  NOTES 

StMidlurd  Form  510 
(Revent) 


APPENDIX  B 
Methodology  Phase  I 


B-1 


DEPARTMENT  OF  THE  ARMY 

OFFICE  OF  THE  SURGEON  GENERAL 
WASHINGTON,  D.C.  20310 


REPLY  TO 
ATTENTION  OF. 


DASG-CN 


SUBJECT;  "Field  Test  Clinical  Nursing  Records  Study" 


1  8 


1983 


Chief  Nurse 
Office  of  the  Surgeon 
US  Amy  Training  4 
Boc trine  Conmand 
Ft  Monroe,  VA  23651 


1.  In  recent  years,  much  controversy  has  surfaced  regarding  all  nursing  docu¬ 
mentation.  General  dissatisfaction  has  been  verbalized  within  the  Corps.  In 
addition,  numerous  requests  for  exception  to  policy  and  requests  for  overprints 
have  punctuated  this  concern.  Consequently,  the  AMEDB  Study  Program  for  FY  84 
(lA¥  AR  5-5)  tasked  the  Health  Care  Studies  and  Clinical  Investigation  Activity 
(HCSCIA),  Fort  Sam  Houston,  Texas,  to  examine  the  entire  inpatient  nursing  docu¬ 
mentation  process. 

2.  The  study  will  investigate  possible  changes  to  meet  ANC  and  JCAH  standards 
in  the  most  logical,  expeditious  and  efficient  manner.  All  nursing  docmen- 
tation  in  the  fixed  facilities  along  with  the  appropriate  Army  Regulations  will 
be  reviewed.  Nothing  is  sacrosanct.  Proposed  changes  will  be  field  tested  at 
several  sites  prior  to  recommendation  for  full  AMEBD  implementation. 

3.  You  and  your  staff  (ARC  Officers,  enlisted  personnel,  and  civilian 
anployees)  are  requested  to  provide  the  principal  investigators  with  comments 
regarding  problem  areas  and  suggestions  for  change.  Many  of  our  professionals 
have  interacted  with  the  civilian  sector.  Can  we  draw  from  their  experience? 
¥hat  is  working  elsetdiere?  This  is  your  opportunity  for  input. 

4.  Lastly,  would  you  be  interested  in  having  your  facility  used  as  a  test  site 
for  the  proposed,  innovative  docunentation  study?  ¥e  are  interested  in  several 
sites  of  varying  size.  The  sites  will  be  detemined  early  in  calendar  year  1984 
and  decisions  COTununicated  to  selected  Chief  Nurses  by  the  Study  Director  in  the 
HSC  Nursing  Division. 

5.  Your  suggestions  and  preference  regarding  use  as  a  test  site  should  be 
submitted  NLT  13  January  1984  to: 

Commander 

H3SCIA 

ATTN;  HSHN-H  (MAJ  Martha  R.  Bell) 

Port  Sam  Houston,  TX  78234 
AUTOVON  471-4541/5671 
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DAS3-CN 

SUBJECT:  "Field  Test  Clinical  Nursing  Records  Study" 

Negative  replies  are  requested* 

6.  I  am  proud  to  serve  vith  members  of  an  articulate,  experienced  and  educated 
Corps.  Cur  documentation  should  reflect  the  quality  of  care  ve  know  is  rendered 
to  our  clients.  Your  assistance  in  this  high  priority  matter  is  appreciated. 


CONNIE  L.  SLEWITZKE 
Brigadier  General,  ANC 
Chief,  Army  Nurse  Corps 
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AR  40-407  SUMMARY  SHEET 


There  is  a  concern  about  the  numerous  policies  and  regulations  governing 
nursing  documentation.  Several  suggestions  discussed  the  need  for  concise 
documentation  reference  which  is  incorporated  with  other  AMEDD  regs  on 
documentation.  Sample  comments  include: 

"There  is  a  strong  need  for  a  concise  and  complete  nursing  documenta¬ 
tion  reference.  AR  40-407  as  a  single  reference  is  neither  specific 
nor  as  comprehensive  as  is  needed.  Participants  identified  the  program¬ 
med  instructional  material  used  in  the  ANC  basic  course  as  a  document 
applicable  for  use  in  all  inpatient  care  facilities."  HEIDELBERG 

"AMEDD  should  have  regulations  on  the  required  documentation  rather  than 
separate  regs  for  each  branch.  Collaboration  will  become  more  of  a 
reality  in  this  instance... (there)  should  be  one  or  a  short  series  of 
regulations  that  cover  all  inpatient  patient  care  records  in  a  coherent 
manner  instead  of  the  current  mismash  of  disjointed  regulations."  DIX 

"Use  of  forms  is  more  of  a  problem  than  the  forms  themselves.  The  chart¬ 
ing  system  and  supporting  policies  must  be  clearly  and  consistently 
transmitted  to  users..."  FORT  C^PBELL 

Most  of  the  suggestions  for  specific  changes  to  AR40-407  were  made  as  if  there 
would  be  no  alteration  of  present  forms.  It  will  be  essential  for  the  study's 
efforts  to  recommend  AR  revisions  if  any  of  the  current  forms  are  altered.  The 
revision  recommendations  will  require  a  paragraph  by  paragraph  review,  ''‘he 
following  is  a  summary  of  paragraph  change  suggestions  received  from  the  field. 

Chapter  1-3. C.  "Change  to:  each  registered  nurse  is  responsibl*i  for 
the  accuracy  and  completeness  of  his/her  entries,  as  made  in  riinical 
records,  and  for  ensuring  compliance  with  all  doctors'  orders.  No  one 
registered  nurse,  ANC  or  civilian,  is  'more'  licensed'  to  practice  than 
any  other  one.  Each  professional  should  take  responsibility  for  their 
own  actions  and  the  actions  of  assigned  personnel  at  the  time  that  the 
RN  or  ANC  is  in  charge  of  the  ward,  unit  or  heal''.i  activity.  This 
responsibility  does  not  belong  to  the  Head  Nu^'^ie  alone.  The  Head  Nurse 
facilitates  the  accuracy  and  completeness  cf  records  by  assigned 
personnel,  but  should  not  accept  the  responsibility  for  the  same, 
especially  when  it  involves  other  personnel."  KOREA 

Chapter  2-4. D.  "Change  to:  List  the  time  each  order  is  noted  and 
initial.  Signature  verification  (Medical  Record-Supplemental  Medical 
Data  DA  Form  4700)  is  included  in  each  patient's  chart  to  use  as 
reference  for  initials. . KOREA 

Chapter  2-6. B.  "...Elimination  or  abbreviation  for  admission 
assessment/care  plan  for  short  stay  patients  (less  than  72  hours) 

..."  BAMC  "...If  anyone  other  than  a  professional  nurse 
completes  thi  DA  3888  or  the  front  of  the  DA  3888-1,  the  form 
should  be  countersigned  by  a  professional  nurse.  The  signature 
would  indicate  the  form  had  been  reviewed  for  content  and  accuracy. 

The  counter-signature  should  be  required  prior  to  the 
paraprofessional  leaving  at  the  end  of  the  shift.  .'  WBAMC 
(PI  note:  according  to  JCAH  requirements  the  assessments  are 
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to  be  done  by  the  Professional  Nurse,  not  merely  checked  for 
accuracy  if  performed  -by  one  other  than  the  RN) . 

Chapter  2-7. C. 8  "...The  AR  requires  that  when  orders  are 

recopied  they  must  include  the  doctor's  name.  However,  there 
is  no  requirement  to  copy  the  physician's  name  when  the  order 
is  originally  transcribed.  No  one  is  writing  the  physician's 
name  with  either  the  original  order  or  the  recopied  order..."  WBAMC 

Chapter  2-8. C.  "...On  admission  note  on  SF  510:  There  is  repetition 
on  this  note  that  is  also  found  on  the  top  of  the  DA  3888.  All  infor¬ 
mation  should  be  entered  on  one  form..."  KOREA  "These  admission 
note  requirements  duplicate  information  already  contained  on  the  DA 
38^  and  on  many  of  the  approved  DA  3888-1  overprints  containing 
additional  assessment  data,  i.e.,  allergies,  already  noted  in  the  DA 
3888,  DA  4677  and  DA  46781  Can't  admission  nursing  notes  be  written 
on  either  DA  3888-1  or  the  SF  510  per  local  policy?..."  WBAMC  (PI  note: 
this  seems  to  be  saying  that  the  regulations  need  to  specify  somewhere 
that  information  contained  in  one  portion  of  the  chart,  e.g.,  nursing 
notes,  need  not  be  repeated  in  nursing  documentation  or  visa  versa). 

Chapter  2-8. E.  "Medications:  Only  STAT  medications  (indications  and 
effectiveness!  should  be  annotated  on  the  SF  510.  Time  and  type  of 
medication  is  already  recorded  on  the  DA  4678  for  PRN  medications  and 
this  information  does  not  need  to  be  repeated  on  the  SF  510.  Indica¬ 
tion  (type  and  location  of  pain,  or  other  symptoms  requiring  PRN  med¬ 
ication)  for  PRN  medications  should  continue  to  be  recorded  on  the  SF 
510.  Effectiveness  of  PRN  medications  should  be  somewhat  incorporated 
onto  the  DA  4678  and  annotated  under  the  time,  date,  and  initial  block 
by  one  word,  e.g.,  'yes'  or  'no',  or  perhaps  the  symbol  '+'  or 
These  short  words  or  symbols  would  indicate  whether  or  not  the  RPN 
medication  ordered  was  effective,  then  these  observations  need  to  be 
annotated  on  the  SF  510  with  the  plan  of  action  to  remedy  the  problem. 
'Routine'  post-operative  pain  medications  (as  an  example),  if  effective, 
should  not  have  to  be  recorded  on  the  SF  510  each  time  given  if  they 
are  effective..."  KOREA  "Terminal  cancer"  patients  require  regularly 
scheduled  narcotic  medications  Q  2  hrs  for  pain  control. 

(NOT  PRN).  Is  it  necessary  for  every  single  dose  to  be  charted  on  the 
SF  510?  The  medication  is  being  signed  off  on  the  medication  sheet  for 
each  dose  given..."  WBAMC 

"...Need  an  abbreviated  format  to  expedite  effectiveness  of  PRN  medica¬ 
tions  (form  could  have  a  legend:  E  =  Effective,  I  =  Ineffective  and 
only  those  drugs  ineffective  or  given  for  the  first  time  would  be 
annotated  in  SF  510..."  BAMC 

Chapter  2-9.  "...Recommend  developing  a  standardized  Nursing  form  to 
be  given  to  the  patient  at  discharge  (original  copy  to  stay  in  Chart). 
Currently  each  institution  is  "Recreating"  the  wheel  in  developing 
such  an  overprint  on  the  DA  4700..."  WBAMC 

Finally,  during  the  previous  efforts  to  confront  the  documentation  problem, 

a  new  AR  was  drafted  by  the  1982  task  force.  A  copy  is  included  for  reference 

(End  1). 
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DISPOSITION  FORM 

for  UM  of  ttilo  fOfm.  too  340-1B;  Iho  propenant  affney  tt  TAOO. 

MFEReNCE  on  OPSICE  SYMBOL 

SUBJECT 

DASG-PSC-N 

AR  40-407,  Chapter  2  Revision 

TO 

Clinical  Nursing  Records 

Ad  Hoc  Committee  Members 

FROM  date 

DASG-PSC-N 

19  Apr  82 
sls/78394 

CMT 

1.  Inclosed  is  the  revision  of  Chapter  2,  AR  40-407  as  recommended  at  the  committee  mee 
28  September  1981. 

2.  Revision  of  Chapter  2,  AR  40-407  will  be  used  in  support  of  the  DA  test  of  revised 
forms  DA  4678  (SG  Form  7  -  Test);  DA  4677  (SO  Form  8  -  Test)  and  documentation  of  the 
nursing  history  and  nursing  assessment  on  either  SF  509  or  SF  510. 

3.  Subject  revision  will  be  used  as  guidance  in  the  TOF  form  test  where  determined  ap¬ 
propriate. 


4.  Please  comment  and  return  to  this  office  NLT  18  June  1982. 


1  Incl 
as 


DARLENE  K.  McLEOD 
Colonel,  ANC 
Nursing  Consultant 


HSXM-DON  (19  Apr  .82) 

TO  Nursing  Consultant  FROM  LTC  Mary  J.  Wise  DATE  5  May  82  CMT  2 

ATTN:  COL  McLeod 

Per  our  conversation,  this  is  written  well. 


Committee  Member 
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CHAPTER  2 

PERMANENT  CLINICAL  FORMS 


2.1  General.  Initiation  of  a  permanent  clinical  record  is  an  essential  part 
of  the  inpatient  admission  procedure.  A  permanent  outpatient  treatment  record 
is  maintained  on  each  outpatient  seen  in  an  Army  medical  treatment  facility  (AR 
40-66).  Authorized  clinical  records  forms  which  nursing  personnel  are 
responsible  for  or  use  frequently  are  described  in  this  chapter. 

2-2.  Recording  data.  All  entries  will  be  made  with  a  pen,  using  reproducible 
black  or  blue-black  ink,  except  when  specifically  stated  otherwise. 

2-3.  Correcting  errors.  Erasures  are  prohibited.  A  line  will  be  drawn 
through  an  incorrect  entry,  and  the^'initials  of  the  person  making  the  entry 
will  be  placed  above  the  lined-out  portion.  The  correct  information  or 
statement  will  be  recorded  following  the  lined-out  entry. 

2- 4.  Clinical  Record-Doctors  Order  (DA  Form  4256). 

a.  Disposition  and  use.  DA  Form  4256  is  a  three-part  carbonless  form 
maintained  in  the  patient's  chart.  The  original  copy  of  the  form  (white  copy) 
remains  with  the  permanent  record.  The  second  copy  (pink)  is  sent  to  the  pharmacy. 
The  Pharmacy  receives  a  copy  of  all  orders  to  ensure  proper  surveillance  of  food- 
drug  and  laboratory-drug  interactions.  The  pharmacy  copy  is  retained  until  the 
patient  is  discharged.  The  ward  copy  (yellow)  is  used  to  communicate  all 

orders  to  the  nursing  staff.  It  may  be  used  as  a  medication  treatment  reminder 
and  will  be  discarded  when  no  longer  required.  All  entries  will  be  made  with 
bail-point  pen,  using  blue-black  or  black  ink.  Entries  must  be  legible  on  all 
three  copies. 

b.  Preparation.  Enter  all  patient  identification  as  directed  in  paragraphs 

3- 9  and  3-10,  AR  40-2.  Addressograph  plates  should  be  used  in  each  part  marked 
"patient  identification."  The  nursing  unit,  room  number,  and  bed  numbers  must 
be  completed. 

c.  Method  of  writing  orders.  The  prescriber  will  record  the  date  time  and 
the  order  is  written  as  indicated  on  the  form.  One  or  more  orders  may  appear 

in  each  part  of  the  form,  but  no  more  than  one  order  may  appear  on  a  single  line. 
Each  order  must  be  accounted  for  separately  Use  of  the  entry  "Routine  Orders" 

(to  imply  a  number  of  predetermined  orders)  is  prohibited.  A  group  of  orders 
written  at  one  time  for  the  same  patient  requires  only  one  signature  and  one 
date  entry  per  sheet  (DA  Form  4256).  Standard  orders  which  are  overprinted  on 
the  form  must  be  signed  by  the  prescriber.  When  additional  sheets  are  required 
for  continuation  of  a  group  of  orders  written  at  one  time,  each  sheet  will 
reflect  both  a  date  entry  and  a  signature. 

d.  Method  of  accounting  for  orders.  Written  orders  will  be  accounted  for 
in  the  extreme  right  column  titled  "List  Time  Order  Noted  and  Sign."  The  clerk 
(or  nurse)  who  noted  two  or  more  orders  may  enclose  the  orders  in  a  brace,  list 
the  time  those  orders  are  noted  and  sign  his  or  her  name.  All  'stat'  orders, 
however,  must  be  individually  accounted  for  by  listing  the  time  the  order  is 
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noted  and  signing  his  or  her  name.  These  notations  imply  that  proper  action 
has  been  taken  and  the  order  has  been  transcribed  to  DA  Form  4677  (Therapeutic 
Documentation  Care  Plan  (Non-Medications  (S6  Form  8-Test)  and/or  DA  Form  4678 
(Therapeutic  Documentation  Care  Plan  (Medication)  (SG  Form  7-Test). 

e.  Method  of  discontinuing  orders.  To  discontinue  a  medication  or  treatment, 
a  stop  order  must  be  written  and  signed  by  the  prescriber.  Automatic  stop  orders 
(e.g.,  antibiotics,  controlled  drugs)  will  be  governed  by  local  written  policy. 
When  an  order  is  stopped,  it  is  noted  (as  described  in  d  above).  It  must  then 

be  transcribed  to  the  corresponding  order  in  the  Therapeutic  Documentation  Care 
Plan,  using  the  notation  "DC/date/initials."  A  single  line  must  Le  drawn 
through  the  grid  adjacent  to  the  stopped  order. 

f.  Verbal  orders.  Verbal  order  will  be  confined  to  emergency  "STAT"  orders 
only.  The  nurse  accepting  the  order  must  make  an  entry  on  the  form  noting  the 
order,  followed  by  “Verbal  order.  Dr.  Jones/Donna  A.  Smith,  CPT,  ANC."  The 
order  must  be  countersigned  by  the  prescriber  as  soon  as  possible  following  the 
emergency. 

g.  Telephone  orders.  Telephone  orders  will  be  held  to  the  minimum  and 
accepted  only  by  a  professional  nurse  (with  third-party  verification  whenever 
possible)  and  must  be  countersigned  by  the  prescriber  within  24  hours. 

2-5.  Nursing  Process:  The  Nursing  Process  is  a  problem  solving  systematic 
thought  process  which  is  essential  to  accomplishment  of  specific  predictable 
individual  care.  This  process  consists  of  the  following  4  elements: 

a.  Assessment/Appraisal  -  is  the  Nursing  history,  the  gathering  of  data 
from  the  patient,  from  the  patient's  family  or  significant  others,  and  from 
other  information  obtained  from  the  patient's  records  or  other  documentation. 

Once  the  Nursing  history  or  interview  is  finished,  the  professional  nurse  then 
decides  what  physical  assessment  needs  to  be  accomplished  so  that  an  individual 
plan  of  care  can  be  completed.  The  Nursing  assessment  must  be  accomplished  by 
a  professional  nurse  so  that  all  nursing  care  is  professional  directed.  This 
assessment  phase  of  the  nursing  process  should  be  completed  within  24  hours  of 
the  patient's  admission  to  the  hospital. 

b.  Planning  -  the  development  of  the  Nursing  care  plan  should  be  devised 
from  the  initial  and  "on-going"  assessment  if  the  individual  patient's  needs. 

The  care  plan  consists  of  a  problem  list,  expected  outcome  or  goals  to  accomplish 
by  the  Nursing  intervention.  Planned  Nursing  interventions  are  written  as 
Nursing  orders. 

(1)  The  Nursing  orders  are  a  vital  means  of  communicating  Nursing 
interventions  to  lU  care  providers. 

(2)  The  Nursing  orders  are  essential  for  accountability  and 
responsibility  in  the  documentation  of  care. 

c.  Implementation  -  this  phase  of  the  Nursing  Process  includes  Nursing 
actions  determined  by  the  Nursing  care  plan.  The  delegation  of  Nursing  care  to 
other  care  providers  is  the  responsibility  of  the  Head  Nurse  or  designated 
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charge  nurse.  The  implementation  phase  concludes  when  the  Nurse's  actions  are 
completed  and  recorded.  Therefore,  the  utilization  of  Nursing  orders/intervention 
are  strongly  encouraged  and  must  be  documented  on  the  DA  Form  4677  (SG  Form  8- 
Test) . 


d.  Evaluation  -  is  always  considered  in  terms  of  how  the  client  responded 
to  the  planned  action.  Evaluating  the  effects  of  actions  during  and  after  the 
implementation  phase  determines  the  patient's  response  and  the  extent  to  which 
immediate,  intermediate  and  long-range  goals  are  achieved.  This  evaluation 
phase,  like  the  entire  process,  must  be  documented. 

2-6.  Nursing  Process  Documentation.  The  Army  Department  of  Nursing  records 
complement  each  other  so  that  when  the  clinical  record  is  reviewed,  the  document- 
tation  will  reflect  the  nursing  process,  i.e.,  assessment  of  the  patient,  plan¬ 
ning,  implementing,  and  evaluating  the  nursing  care  to  meed  the  patient's  indi¬ 
vidual  needs.  All  forms  must  be  completed.  The  nursing  care  plan  consists  of 

a.  An  assessment  documented  on  either  SF  510  or  SF  509. 

b.  Plans  documented  as  nursing  orders  on  the  DA  Form  4677  (SG  Form  8-Test). 

c.  Discharge  planning  and  medication  instructions  documented  as  a  Patient 
Discharge  Plan  on  Medical  Record  -  Supplemental  Medical  Data  (DA  Form  4700).  It 
is  suggested  that  the  discharge  sunmary  be  printed  in  triplicate;  one  copy  to 
patient/family,  one  copy  to  ITR  and  one  copy  to  OTR. 

d.  Evaluation  of  the  patients  progress  and  the  effectiveness  of  nursing 
interventions  as  documented  on  the  Clinical  Record  -  Nursing  Notes  (SF  510)  or 
Medical  Record  -  Progress  Notes  (SF  509). 

2-7.  Therapeutic  Documentation  Care  Plan  (DA  Form  4677-4677-1)  (SG  Form  8-Test) 
and  Therapeutic  Documentation  Care  Plan  (Medication)  (DA  Form  4678) (SG  Form  7- 
Test) . 


a.  General.  These  are  complementary  forms  to  be  used  by  the  nursing  staff 
to  identify  patient  problems,  expected  patient  outcomes,  document  administration 
of  medications  and  accomplishment  of  test,  treatments  and  nursing  orders.  These 
forms  are  used  to  record  actions  carried  out  on  a  recurring  basis  or  on  a  one¬ 
time  or  pro  re  nata  (PRN)  basis.  Separation  of  medication  and  non-medication 
order  documentation  will  provide  easier  use,  orginize  similar  tasks  and  reduce 
waiting  time  for  use  by  large  numbers  of  personnel.  Separation  of  single  and 
PRN  from  recurring  action  documentation  will  minimize  the  need  to  recopy  orders. 
These  documents  are  a  permanent  part  of  the  patient's  records.  All  entries  will 
be  made  in  reproducible  ink  (black,  blue-black)  and  must  be  legible. 

b.  DA  Form  4677  (SG  Form  8  -  Test).  This  form,  printed  on  colored  paper, 
is  used  in  the  same  way  as  DA  Form  4678  (SG  Form  7  -  Test)  (c  below)  for  non¬ 
medication  doctor's  and  nurses  orders. 

(1)  Medical  orders  will  be  transcribed  from  the  doctor's  order  form. 


c-7 


DASG-PSC-N 
AR  40-407 


(2)  Nursing  orders,  initiated  by  the  professional  nurse,  will  be 
written  on  this  form  and  must  be  signed  at  the  end  of  the  order  by  the  nurse 
initiating  it. 

(3)  As  patient  problems  are  identified,  record  in  the  appropriate 
column  the  data  identified,  the  nature  of  the  problem  and  the  expected  outcomes 
(goals)  of  planned  nursing  interventions.  Problems  will  be  numbered  and 
initiated  to  correspond  with  planned  nursing  interventions  recorded  as  nursing 
orders.  When  a  problem  no  longer  exists,  the  data  accomplished  will  be  entered 
in  the  proper  column  and  corresponding  nursing  orders  discontinued.  The 
expected  outcome  will  be  identified  as  long  (L)  or  short  (S)  term  goals  in  the 
appropriate  column. 

c.  DA  Form  4678  (SG  Form  7  -  Test) 

(1)  Preparation.  Enter  all  patient  identification  data  as  indicated 
on  the  form. 

(2)  Allergies.  Specify  the  presence  or  absence  of  allergies.  Where 
known,  indicate  specific  allergen. 

(3)  Primary  diagnosis.  Enter  admission  diagnosis  or  a  corrected  one, 
as  a  definitive  diagnosis  is  made  or  another  condition  develops.  Add  other 
diagnoses  if  they  significantly  affect  care  to  be  give. 

(4)  Data  and  pagination.  Record  data  requested  on  each  sheet. 

(5)  Recurring  medications. 

(a)  Order  date.  Enter  date  current  order  written. 

(b)  Initialing.  The  individual  who  transcribes  an  order  must 
initial  the  top  portion  of  the  box.  The  nurse  must  initial  the  lower  portion. 
The  nurse's  initial  indicates  that  this  person  checked  the  accuracy  of  the  tran¬ 
scription  against  the  order  on  the  doctor's  order  form  and  is  therefore, 
accountable  for  its  accuracy  and  its  appropriateness  from  a  nursing  standpoint. 

(c)  Recurring  medications.  To  be  used  for  recurring  drug  adminis¬ 
tration  or  actions  when  compliance  with  the  order  is  repetitive  and  scheduled. 
The  complete  order,  as  originally  written,  must  be  transcribed  to  this  section. 

(d)  Hour.  List  specific  time  vertically.  Each  space  is  for  a 
separate  time  administration. 

(e)  Date.  Use  the  top  row  of  spaces  to  indicate  the  day  the  action 
is  accomplished. 

(f)  Initialing.  The  responsible  person  will  initial  the  block 
opposite  each  specific  hour  line  for  administration  and  under  the  appropriate 
date  column  to  verify  compliance  with  the  order. 
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(g)  Discontinued  order.  When  an  order  is  discontinued,  write 
across  remaining  blocks:  “DC/date/initials. "  A  single  line  must  be  drawn 
through  the  grid  adjacent  to  the  stopped  order. 

(h)  Dispensing  times.  This  legend  is  to  assist  in  more  efficient 
planning.  On  the  bottom  of  the  page,  circle  in  pencil  the  hours  medications  are 
to  be  administered.  This  will  help  to  identify  and  sign  off  on  medications,  by 
simply  checking  hours  of  administration,  rather  than  reading  all  entries. 


(6)  Single  order,  pre-operatives. 


(a)  Enter  in  upper  right  corner,  as  indicated. 

(b)  Order  date.  Enter  the  date  current  order  is  written. 

(c)  Initialing.  (Same  as  in  (5)(b)  above). 


(d)  Single  medication.  State  exactly  what  medication  is  to  be 
administered  or  action  taken.  Note  the  route  of  administration,  dosage,  time 
(if  known),  and  any  special  instructions  (juice  before  eating,  use  of  special 
syringe,  etc.). 


(e)  Date  to  be  given.  Enter  date  drug  is  to  be  administered  or 
action  taken. 


(f)  Time  to  be  given.  Enter  time  drug  is  to  be  given  or  action 
taken.  Leave  blank,  if  unknown.  Fill  in  "on  call",  if  so  ordered.  Circle 
time,  if  not  completed.  A  circle  refers  the  reader  to  the  nursing  notes  for  an 
explanation  of  why  the  order  was  not  carried  out. 


(g)  Time  given.  Enter  time  medication  was  actually  administered. 


(h)  Initials.  Person  giving  medication  initials  here  at  the  time 
of  administration.  This  indicates  compliance  with  the  order. 

(7)  PRN  medication.  Use  when  time  administration  is  not  predictable. 
All  PRN  medications  are  results  must  also  be  documented  in  the  Nursing  Notes  or 
Progress  notes. 

(a)  Order/Expir  (expiration)  date.  Enter  date  current  order  is 
written  in  top  portion. 


(b)  Initialing.  (Same  as  in  (5)(b)  above.) 

(c)  Medication.  Indicate  medication  to  be  administered,  dose, 
frequency.  Note  route  or  purpose  of  the  drug  (e.g.,  oral  medication  for  pain 
or  rectal  suppository  for  nausea). 

(d)  Time/date  dispensed.  Each  block  indicates  a  separate  action. 
The  person  completing  the  action  enters  the  date,  time,  and  his  or  her  initials 
at  the  time  of  completion. 
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(8)  Copies  orders.  When  space  in  "Date  Dispensed"  column  is  filled, 
draw  a  double  line  across  the  entire  page  just  below  the  last  medication  entry. 
Directly  below  this  double  line,  or  on  a  line  blank  form,  fill  in  dates  for 
coming  days  and  copy  each  order  still  in  effect  to  include  the  doctor's  name  and 
the  date  of  the  original  order.  The  individual  copying  the  orders,  if  a  clerk, 
will  follow  the  initialing  procedures  in  (5){b)  above.  The  responsible  nurse 
will  verify  these  by  initialing  the  proper  column.  If  the  nurse  transcribes  the 
orders, . authentication  will  be  by  signature  and  rank  or  status  at  the  end  of  the 
transcription. 

2-8.  Clinical  Record  -  Nursing  Notes  (SF  510). 

a.  General.  SF  510  is  a  single  sheet,  identical  on  both  sides,  which  is 
maintained  in  the  patient's  chart.  Nursing  notes  will  be  written  legibly,  and 
each  entry  will  be  followed  by  the  signature  and  rank  or  status  of  the  person 
making  the  entry.  In  Medical  Treatment  Facilities  where  commanders  have 
approved  problem  oriented  charting,  nursing  documentation  of  patient  progress 
using  the  SOAP  format  may  be  done  on  SF  509  (AR  40-66,  para  7-12,  b(4)). 

b.  Preparation.  Enter  all  patient  identification,  including  social  security 
number,  and  other  data  as  indicated  in  spaces  at  the  bottom  of  the  form. 

c.  Admission  and  discharge  notes.  Initial  entry  will  include  date,  time, 
manner  of  admission,  reported  known  allergies,  and  a  brief,  clear  description 
of  symptoms  and  pertinent  observations.  In  the  absence  of  a  discharge  planning 
form,  note  the  date,  time,  manner  of  discharge,  and  concise  summary  of  discharge 
plan.  This  will  include  documentation  of  health  teaching  appropriate  to  the 
disease  and  desired  behavior  outcomes. 

d.  Content.  Nursing  notes  will  contain  objective  observations  of  patient's 
condition,  to  include  physical  and  mental  status,  symptoms,  response  to  diag¬ 
nostic  or  therapeutic  procedures,  or  changes  noted  in  any  aspects  of  these.  The 
nursing  notes  must  reflect  the  patient/response/status  to  all  nursing  care 
measures.  Since  nursing  notes  aid  in  diagnosis,  furnish  reference  material  for 
research  and  teaching,  and  provide  important  evidence  in  event  of  litigation,  it 
is  essential  that  all  entries  contain  significant  and  pertinent  data  relative  to 
nursing  care. 

e.  Medications.  Accomplishment  of  orders  for  narcotic  and  PRN  or  STAT 
medications  will  be  entered  on  SF  510  or  SF  509.  Each  entry  will  include  time, 
medication,  and  indication  for  administration.  Assessment  of  effectiveness  of 
action  of  medication  will  be  noted  following  administration.  If  for  any  reason 
scheduled  medication  or  treatment  is  not  given,  enter  this  fact  and  reason  for 
its  omission. 

f.  Special  procedures.  Diagnostic,  therapeutic,  and  special  nursing 
procedures  and  unusual  occurrences  will  be  described  in  SF  510  or  SF  509. 

Notation  will  include  time,  name  of  procedure,  by  whom  performed,  brief  descrip¬ 
tion  of  what  was  done,  patient's  condition  before  the  procedure  and  during  the 
procedure,  and  reaction  of  the  patient  after  the  procedure. 
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2-9.  Patient  discharge  plan. 

a.  Purpose  and  form.  Use  Medical  Record-Supplemental  Medical  Data  (DA  Form 
4700)  for  this  plan.  This  overprinted  form  will  be  used  for  discharge  planning, 
for  documenting  patient  preparation  for  discharge,  and  for  providing  the  patient 
with  written  instructions  to  take  with  him  or  her  upon  discharge. 

b.  Preparation.  Complete  this  form  in  triplicate.  The  original  copy 
becomes  a  permanent  part  of  the  patient's  ITR,  the  second  copy  is  reviewed  with 
the  patient  and  is  retained  by  him  or  her,  or  the  family,  and  the  third  copy  is 
placed  in  the  OTR.  Enter  all  patient  identification  information,  including 
social  security  number,  in  space  provided  on  the  form. 

c.  Content.  Information  on  this  form  should  be  pertinent,  factual,  and 
written  in  language  understood  by  the  patient. 

2-10.  Clinical  Record-Pediatric  Nursing  Notes  (SF  536).  This  form  is  similar 
to  SF  510  and  may  be  used  in  place  of  SF  510  or  SF  509  for  pediatric  patients. 

2-11.  Medical  Record-Vital  Signs  Record  (SF  511). 

a.  Preparation.  Enter  patient's  identification  data  and  social  security 
number  in  the  space  at  bottom  of  form.  This  form  will  be  maintained  in  the 
patient's  chart. 

b.  Recording  data.  Number  the  "Hospital  Day"  line  of  blocks  with  day  of 
admission  as  1,  and  continue  consecutively.  Use  the  post-day  line  as  appli¬ 
cable.  The  day  of  surgery  or  other  event  is  the  operative  day.  The  day 
following  surgery  is  noted  as  the  first  post-operative  day.  The  day  and  hour 
blocks  will  be  properly  labeled.  Represent  temperature  by  dots  (.)  placed 
between  the  columns  and  rows  of  dots  and  joined  by  straight  lines.  If  route  of 
determination  is  other  than  oral,  it  should  be  indicated  by  (R)  for  rectal  and 
(A)  for  axillary.  Show  pulse  determination  by  use  of  (0)  connected  by  straight 
lines.  Enter  respiration  and  blood  pressure  on  the  indicated  rows  below  the 
graphics  portion.  Record  frequent  blood  pressure  readings  on  the  form's 
graphic  portion  by  entering  an  "X"  between  the  columns  and  rows  of  dots,  at 
points  equivalent  to  systolic  and  diastolic  levels.  Connect  the  two  with  a 
vertical  solid  line.  Use  blank  lines  at  bottom  of  the  sheet  to  record  special 
data  such  as  24-hour  total  of  patient's  intake  and  output. 

2-12.  Medical  Record-Pediatric  Graphic  Chart  (SF  537).  This  chart  is  similar 
to  SF  511  and  may  be  used  for  pediatric  patients. 

2-13.  Medical  Record-Supplemental  Medical  Data  (DA  Form  4700).  DA  Form  4700 
will  be  used  to  provide  supplemental  special  information  to  other  authorized 
forms  which  do  not  meet  local  requirements  under  paragraph  7-3b,  AR  40-66. 

From  a  nursing  standpoint,  DA  Form  4700  may  be  used  to  document 
signature/initial  verification  lists,  data  flow  sheets,  or  the  patient 
discharge  plan  (see  para  2-9). 

Note:  DA  Form  4700  may  be  used  without  prior  authorization  to  document  signa¬ 
ture  and  initial  verification  lists. 
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DA  FORM  3888 

NURSING  ASSESSMENT  AND  CARE  PLAN 
SUMMARY  SHEET 

Most  comments  regarding  the  DA  form  3888  addressed  one  or  more  of  the  follow¬ 
ing:  the  format/structure  (specific  questions  vs  open  ended  guidelines),  the 
redundancy  of  information,  the  problems  encountered  with  short  term  (less  than 
72  hours  hospitalization)  and  specialty  patients,  and  combining  the  history 
with  the  assessment  portion  of  the  DA  Form  3888-1. 

FQRMAT/STRUCJ.URE 

Responses  from  sixteen  institutions  noted  that  the  questions  contained  in  the 
history  are  awkwardly  worded,  too  lengthy  and  structured  to  meet  all  needs.  It 
was  suggested  to  eliminate  questions  in  favor  of  providing  broad  guidance  to 
stimulate  the  interview  process.  Another  suggestion  was  to  modify  the  format 
to  allow  the  patient  to  complete  the  information.  A  form  which  could  be  placed 
in  the  health  record  and  updated  as  necessary  on  subsequent  admissions  (much 
like  that  used  in  the  VA  system,  Enel  1)  was  also  suggested. 

Specific  Comments  on  items  of  the  DA  3888  were  as  follows: 

ITEM  COMMENTS 

1.  "on  PAD  sheet";  "not  suitable  for  short  term  patient";  "eliminate' 

2.  "contained  in  PAD  report-repeated  info"  "eliminate" 


4.  "contained  in  PAD  reports";  "eliminate" 

5.  "MD  hx-repeated";  "add  more  space" 

6.  "repeated  in  NN";  "eliminate" 

7.  "repeated  in  NN" 

8.  "repeated  in  PAD  report-el iminate";  increase  space 

for  the  name  of  the  relative,  relationship  to  patient 
and  pertinent  telephone  number  of  primary  relative/or 
significant  person" 

9.  "incorporate  with  11  and  12";  "change  to  ‘admitting  diagnosis'" 

10. 

11.  "reword... to  allow  the  patient's  perception  of  the 
illness  to  be  expressed";  "eliminate";  "change  to: 

'describe  your  illness  and/or  reason  for  hospitalization 
and  what  is  planned  for  you  here.'... 


12. 
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13.  "reword  to  read:  'Have  you  been  hospitalized  before,  for  what 
and  how  long  ago?";  "describe  all  (more  than  just  recent)" 

14.  "Change  to:  'Are  you  presently  or  have  you  seen  a 
physician  for  any  other  health  problem?"';  "Reword 
to  include  past  medical  history";  "combine  with  13" 

15.  "add:  'over  the  counter  drugs,  e.g.,  ASA,  cold  tablets 
or  vitamins'";  "eliminate  phrase  'before  your  admission' 
in  event  the  patient  took  his/her  own  medication  after 
being  instructed  not  to  take  any  medication."  "confusing 
as  states  -  all  present  medications  should  be  listed" 

16.  "include  'food,  drugs  and  other'";  "repeated  from  doctor's 
sheets-eliminate" 

17.  "change  to  read:  'Are  you  on  a  special  diet?  Are  there 
foods  which  cause  you  indigestion?";  "omit";  "not 
referred  to  once  form  completed" 

18.  "omit";  "not  referred  to  later...";  "format  doesn't 
elicit  enough  information" 

19.  "Add  -  'abdominal  pain,  blood  in  stool  or  urine'" 

20.  "Add  -  'pain,  previous  UTI,  menstrual  history,  prostatic 
problems'";  "information  in  doctor's  history  -  repeated  - 
omit";  "combine  19  and  20  under  general  heading  for  'GI/GU'" 

21.  "change  to  'normal  hygiene  patterns,  usual  time  for 
hygenic  activities,  bath  taken  in  the  AM,  PM,  or  noon'" 

22.  "information  not  referred  to  once  form  completed  -  omit"; 

"add  'dentures'";  "include  'contact  lens/false  teeth'" 

23.  "confusing  as  stated,  suggest:  'Would  you  like  to  see  a 
chaplain  while  here?";  "omit";  "not  suited  for  short 
term  patients";  "shorten  -  too  wordy" 

24.  "omit  -  on  doctor's  history";  "ask  if  patient  minds 
sharing  room  with  smokers" 

25.  "Is  this  really  necessary  -  will  they  be  forthright, 
especially  if  he/she  has  a  problem?";  "found  in  doctor's 
history  -  eliminate" 

26.  "omit";  "not  pertinent  for  short  term  patients";  "poorly 
phrased,  difficult  to  assess";  "not  referred  to  once  completed" 

27.  "poorly  phrased;  difficult  to  access";  "omit"; 

"eliminate  or  combine  with  28.  These  questions  are  unclear 
to  the  patient";  "not  referred  to  once  form  completed"; 

"too  soon  to  ask  at  admission.  Most  patients  answer  with  a 
phrase  or  statement  to  'please'  the  nurse  -  not  yet  built 

a  nurse/patient  relationship" 


c-13 


28.  "combine  with  27.  This  one  could  state  'do  you  tell  people 
that  you  are  upset'" 

29.  "omit";  "I  lump  all  these  (26,  27,  28,  29)  by  asking 
'Is  there  anything  else  you'd  like  to  tell  me  which  will 
help  us  to  take  better  care  of  you?...'  Then  usually  the 
requests  for  private  room,  TV,  special  food,  etc  come  out... 


In  addition:  "Have  a  signature  block  for  the  patient  to  sign  as 
verification  of  the  accuracy  of  the  information." 


"Have  an  additional  signature  block  for  review  purposes 
to  be  used  if  transferred  to  another  ward  or  for  a  long 
term  patient." 


REDUNDANCY  OF  INFORMATION 

Several  of  the  comments  are  linked  to  the  redundancy  issue.  In  the  survey  con¬ 
ducted  by  the  NETS  at  DDEAMC  which  constituted  their  responses,  the  "nursing 
history  and  assessment  form  was  selected  more  frequently  as  a  form  to  leave  the 
same  than  it  was  selected  for  change... The  principle  issue  for  change  is 
duplication...  "  As  previously  noted,  many  of  the  comments  regarding  specific 
numbered  items  on  the  DA  3888  mentioned  data  contained  elsewhere  in  the  medical 
record,  often  the  physician's  history  or  the  PAD  report.  There  were  suggestions 
to  combine  nursing  and  physician's  history  and  assessments.  Representative 
comments  follow: 

"...(there  is  a  problem  with)  the  current  State  of  the  Art  in  recording 
the  patient's  health  history.  The  utilization  of  multiple  forms  by  OR, 
anesthesia,  primary  physician  and  nursing  personnel  for  recording  of  the 
patient's  health  history  results  in  duplication  of  effort,  and  often 
information  is  not  pulled  together  for  the  best  medical  care  management... 
It  is  proposed  that  a  single  patient  history  form  be  designed  that  allows 
for  multi-disciplinary  collection  and  recording  of  the  patient's  health 
history..."  FORT  BENNING 

"...Delete  DA  3888  and  provide  space  for  nursing  history  on  SF  502 

(physician's  history  and  physical)  for  the  documentation  of  the 

nursing  history  and  physical.  With  this  policy,  assessment  and 

history  data  collected  by  one  member  of  the  health  team  would  not 

be  repeated  by  colleagues  from  another  discipline.  Additionally, 

the  patient  would  not  need  to  be  asked  the  same  repetitive  questions..." 

ISR 


SPECIALTY  AREAS/SHORT  TERM  ADMISSION 

Approximately  one-third  of  all  responses  included  a  notation  of  the  non¬ 
applicability  of  the  DA  Form  3888  to  a  specialty  area  such  as  obstetrics, 
pediatrics  and  psychiatry.  Several  institutions  included  copies  of  overprints 
currently  utilized  to  overcome  difficulties.  The  nursing  staff  at  the  121 
Evacuation  Hospital-Seoul  made  the  following  suggestions  which  combine  history 
and  assessment  and  meet  specialty  needs: 
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"Overall,  the  questions  on  this  form  are  not  very  definitive  for  an 
assessment  at  admission.  The  questions  are  worded  in  such  a  way  that 
they  are  not  very  helpful  to  the  professional  for  assessment  purposes 
and  generally  are  not  even  that  helpful  as  a  'guide'  for  assessment. 

There  are  some  inpatient  areas  where  this  form  is  not  only  not  helpful, 
but  is  practically  useless.  A  prime  example  of  this  is  the  Labor  and 
Delivery  area;  this  nursing  history  form  is  barely  relevant  to  the 
antepartum  patient  preparing  for  delivery.  ICU  areas  and  Pediatrics 
are  other  areas  where  the  form  is  barely  useful,  even  as  a  guide  for 
assessment." 

"Propose  that  the  3888  and  the  front  of  the  3888-1  be  converted  to  a 
basic  assessment  checklist  or  fill-in-the-blank  assessment  sheet  with 
questions  more  pertinent  to  the  different  inpatient  areas.  A 
general  assessment  with  review  of  systems  could  be  devised  that 
could  be  used  by  all  nurses  on  assessment  with  more  specific  check¬ 
lists  for  each  individual  area  to  be  completed  as  needed. 

This  new  assessment  sheet  would  be  the  only  assessment/admission 
form  and  would  become  the  SF  510-1,  so  that  information  does  not 
have  to  be  repeated  on  the  SF  510  that  is  already  on  an  admission  form 
(presently  being  done  with  DA  3888  and  admission  note  on  SF  510). 

SF  510-1  will  be  the  first  nursing  note  in  all  patient's  charts, 
will  not  be  an  overprint  designed  by  an  individual  hospital,  will 
be  standardized  for  all  Army  health  facilities,  and  will  include  all 
basic  admission  information  in  one  place  and  on  one  form." 

Finally,  there  is  a  desire  for  a  "short  term"  admission  history/assessment/care 
plan  guide  or  form.  Common  responses  in  this  area  again  reflected  the  time 
necessary  to  complete  the  current  forms  and  the  frustration  in  trying  to  meet 
requirements  only  to  have  the  patient  discharged  within  48  hours  of  admission! 


COMBINATION  OF  NURSING  HISTORY  AND  ASSESSMENT 

The  combination  of  nursing  history  and  assessment  was  explored  by  the  nursing 
staff  at  Fort  Monmouth: 

"...Condense  history-related  questions  on  front  of  form.  Deleting  some 
of  the  demographic  data  at  the  top  of  the  3888  could  assist  with  this 
endeavor. . .Outline  a  review  of  systems  on  the  back  of  the  3888 
utilizing  a  scheme  which  includes  the  following:  neurological,  skin, 
a  scheme  which  includes  the  following:  neurological,  skin,  motor 
skeletal,  cardiovascular,  respiratory,  gastrointestinal,  geniturinary, 
special  senses,  emotional/social....  If  possible  incorporate  Marjory 
Gordon's  typology  of  eleven  functional  health  patterns  into  the  history 
and  assessment  guidelines  (Enel  2)...." 

The  Principal  Investigator  (LTC  Bell)  found  a  "format"  rather  than  a  "form"  dis¬ 
cussed  by  nurses  at  an  institution  in  Boston  which  combines  history  and  assess¬ 
ment  (Enel  3). 

Responses  from  the  MEDDAC  in  Panama  (Enel  4),  at  Fort  Carson  (Enel  5)  and  Fort 
Leonard  Wood  (Enel  6)  were  detailed  and  provided  examples  of  possible  options. 
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PROGRESS  NOTES 


Nursing  Problems;  Nursing  Diagnosis,  Signs/Symptoms;  Admission  Status: 


FRAMEWORKS  FOR  THE  DIAGNOSTIC  PROCESS  81 


TABLE  3-6 

TYPOLOGY  OF  ELEVEN  FUNCTIONAL  HEALTH  PATTERNS 

Health-perc»ption-health-managem»nt  pattern  Describes  client's  perceived  pattern  of  health  and 
well-being  and  how  health  is  managed 

Nutritional-metabolic  pattern  Describes  pattern  of  food  and  fluid  consumption  relative  to  meta¬ 
bolic  need  and  pattern  indicators  of  local  nutrient  supply 

Elimination  pattern  Describes  patterns  of  excretory  function  (bowel,  bladder,  and  skin) 
Activity-exercise  pattern  Describes  pattern  of  exercise,  activity,  leisure,  and  recreation 
Cognitive-perceptual  pattern  Describes  sensory-perceptual  and  cognitive  pattern 
Slaep-rett  pattern  Describes  patterns  of  steep,  rest,  and  relaxation 

Self-perception~self<oncept  pattern  Describes  self-concept  pattern  and  perceptions  of  self  (e.g., 
body  comfort,  body  image,  feeling  state) 

Hole-relationship  pattern  Describes  pattern  of  role-engagements  and  relationships 
Sexuality-reproductive  pattern  Describes  client's  patterns  of  satisfaction  and  dissatisfaction  with 
sexuality  pattern;  describes  reproductive  patterns 

Copmg-stress-tolerance  pattern  Describes  general  coping  pattern  and  effectiveness  of  the  pattern 
in  terms  of  stress  tolerance 

Value-belief  pattern  Describes  patterns  of  values,  beliefs  (including  spiritual),,  or  goals  that  guide 
choices  or  decisions 


areas  of  assessment  applicable  to  all  clients.  The  result  would  be  that  ( I )  the  domain  of 
responsibility  and  accountability  would  be  clear,  (2)  the  focus  for  clinical  studies  would 
be  identified,  and  (3)  the  focus  for  development  of  expertise  in  assessment  and  diag¬ 
nosis  would  be  clearly  delineated  for  teachers,  students,  and  practitioners. 

A  typology  of  assessment  categories  proposed  in  the  next  section  is  viewed  as  a 
step  in  the  direction  ol  unification  of  structural  areas.  As  stated  previously,  each  nurse’s 
approach  to  these  areas  is  dictated  by  the  conceptual  framework  utilized. 


FUNCTIONAL  HEALTH  PATTERNS  TYPOLOGY 

The  typology®  of  functional  patterns  in  Table  3-6  contains  a  .set  of  health-related 
areas  quite  familiar  to  nurses.  Client  reports  and  nurses’  observations  provide  the  data 
for  identifying  patterns.  > 

The  clinical  information  collected  under  the  assessment  structure  shown  in  Table  3-6 
IS  relevant  to  all  conceptual  models  because  it  n  basic  information.  The  typology  rep¬ 
resents  both  traditional  and  contemporary  ideas  ot  nursing  practice  in  a  concise, 
easily  learned  set  of  category  names. 


The  pattern  areas  were  identified  by  the  author  about  1974  tor  purposes  ol  icachme  assess¬ 
ment  and  diagnosis  at  Hoslon  College  School  ol  Nursing.  Colleagues  h.'ve  suggested  some  minor 
changes  in  labels  and  content,  lave  f.  McCain’s  (1965)  and  Dorotliv  Sniilh's  (1968:  Uecknell 
and  Smith,  1975)  assessment  concepts  were  particularly  intluentiaJ.  as  were  the  comments  of 
clinical  specialists  and  students  who  reviewed  and  tried  out  the  categories  in  practice. 
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FIGURE  1. 

NURSING  DEPARTMENT 
Assessment  Worksheet 

PETER  BENT  BRIGHAM  HOSPITAL 
Division  of  the  Affiliated  Hospital  Center,.  Inc. 

Admisslon/Olacharge  Oiagnosis/Chief  Complaint: 

I.  HEALTH  MAINTENANCE  SYSTEM 

Admitted  from/Discharge  to;  (home,  hospital,  nursing  home,  etc.) 

Support  System;  (family,  neighbors,  friends,  relatives,  emergency  contact) 

Pre/Post  Hospital  Medical  Care:  (clinic,  private  MD,  neighborhood  health  center,  referrals  to  agencies) 

II.  SOCIAL  PROFILE 

A  Cultural,  environmental,  sociai.economic.  religious,  occupational  and  familial  aspects  to  care: 

B.  Health  Teaching  and  Plans  (risk  factors?  health  hazards?):  ‘  '  ''  • 

III.  EMOTIONAL  PROFILE: 

A.  Response  to  past  or  present  hospitalization 

B.  Seif  concept  (body  image,  sexuality) 

C  Health  Teaching  and  Plans  (understanding  of  disease  process  and  symptoms  of  recurrence): 

IV.  PHYSICAL  PROFILE: 

Vital  signs  Weight  Height  Prosthesis 

Current  Medications  Allergies 

A.  Review  Ol  Systems  .  ur--,.,,  ■  ^  ■  ) 

Mental  Status  (level  of  consciousness/orientation): 

Sensory  Status  (vision/hearing/speech/aids): 

Neuromuscular/Skeletal  Status  (mobility): 

Integumentary  Status  (condition  of  skin,  wound  healing)' 

Cardiovascular/Respiratory  Status  (quality  of  pulse,  respirations,  need  for  assistance,  etc.)' 
Nutritional  Status  (type  diet/abillty  to  chew,  swallow,  appetite)- 
G.I./G.U  Status  (major  problems  or  concerns  in  function) 

Sleeping/Rest  Requirements  (stated  needs,  habits)' 

B.  Health  Teaching  and  Plans^(medications— side  effects,  treatments,  diet,  activity) 

V.  PROBLEMS  PLANS 

Used  with  permission 
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HSXU-NG-NE  k  January  1984 

SUBJECT:  Review  of  Nursing  Documentation  for  Inpatient  Records 

I.  Problems.  There  are  two  major  concerns  expressed  by  our  staff  with  regard 
to  the  documentation  process: 

1)  documentation  is  extremely  time  consuming  due  in  large  part  to  the 
double  documentation  required  by  regulation  and  form. 

2)  implementation  of  the  nursing  process  is  difficult  because  assessment, 
identification  of  nursing  problems,  nursing  interventions,  and  implementation 
is  split  between  five  forms. 

II.  Solutions.  DA  3888  Medical  Record  -  Nursing  Assessment  &  Care  Plan: 
Collection  of  the  nursing  history/data  base  is  an  essential  step  in  the  nursing 
process  and  should  be  conducted  with  each  new  admission.  However,  not  all  of 
the  information  is  pertinent  to  every  patient.  After  conducting  the  interview, 
the  nurse  should  organize  the  significant  information  on  the  current  assessment 
continuation  sheet.  This  would  allow  the  nurse  to  focus  on  the  information 
which  is  predictive  of  problems.  While  the  DA  3888  has  essential  areas  for 
interview,  the  questions  as  stated  are  too  confining.  An  approach  which  would 
be  less  confining  would  be  to  utilize  Becknell  and  Smith's  Clinical  Nursing 
Assessment  Tool  (Incl  1)  as  an  interview  guide  sheet  which  would  not  be  a 
permanent  part  of  the  record.  The  nurse,  at  the  conclusion  of  the  interview 
and  physical  exam,  would  be  required  to  consolidate  all  significant  informa¬ 
tion  on  the  DA  3888-1.  If  the  form  were  overprinted  with  general  category 
headings  (Incl  2),  it  would  facilitate  organizing  the  information.  Please  note 
that  a  statement  regarding  valuables  was  included  as  this  seems  to  be  a  piece 
of  information  which  is  frequently  missing. 

If  the  current  forms,  DA  3888  and  3888-1,  were  to  be  retained,  information  like 
address,  telephone,  height,  weight,  and  next  of  kin  should  be  viewed  as  double 
documentation  of  information  which  is  more  appropriate  to  another  form.  The 
nursing  admission  note  on  the  SF  510  required  by  AR  40-407  is  also  viewed  as 
double  documentation,  and  the  requirement  should  be  eliminated.  The  nursing 
history  and  assessment  should  stand  alone  as  the  essential  information  required 
for  admission. 

The  nursing  care  plan  which  identifies  patient  problems  should  not  be  on  the 
back  side  of  any  form.  The  data  is  so  significant  to  the  delivery  of  patient 
care  that  it  should  be  easily  retrievable  and  seen  at  first  glance.  The 
current  form  should  be  revised  to  include  patient  problems/patient  goals  and 
nursing  interventions  utilizing  Marlene  Mayers  format.  Problem  statements 
must  include  potential  as  well  as  actual  problems  since  there  are  many  specific 
nursing  interventions  geared  to  preventing  problems,  i.e.  deep  breathing  and 
coughing  post  surgery,  cast  checks  post  cast  application,  etc. 

Discharge  considerations  are  so  essential  to  the  delivery  of  nursing  care  that 
the  discharge  needs  should  be  a  part  of  the  care  plan  problem  statements,  thus 
eliminating  the  separate  section  now  reserved  for  discharge  considerations. 

The  revised  form  as  suggested  is  attached  (Incl.  3). 
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FIGURE  I  CLINICAL  NURSING  ASSESSMENTTOOL 
Nursing  History 

1.  Vital  statistics. 

name,  age,  sex,  wt  hgt,  marital  status,  resideiKe,  admissions 

2.  Patient's  understanding  of  illness. 

why  in  the  hospital,  effects  illness  has  had  on  living  habits 

3.  Some  indications  of  patient's  expectations. 

what  will  occur  while  in  the  hospital,  what  will  result  from^tay  in  the  hospital,  what  he 
expects  of  nursing  care 

4.  Brief  social  ana  cultural  history. 

occupation,  on  aid,  religion,  education — if  4th  grade  read  and  write,  immediate  family 

members,  lives  with  or  alone— most  significant  person,  animal,  job,  church 

5.  Significant  data  in  terms  of: 

a.  Sleeping  patterns. 

to  bed,  wakes— gets  up,  bedtime  rituals,  any  difficulty  going  or  staying  to  sleep  if  so,  what 
happens,  what's  done,  #  pillows 

b.  Elimination  patterns. 

BM's— time,  frequency,  aids,  what,  when,  any  difficulty,  how  is  it  prevented/alleviated 

c.  Breathing  patterns. 

probs,  when— what  makes  it  worst/relieves  it 

d.  Eating  and  drinking  patterns. 

meals— time,  typical  menu,  snacks,  likes,  dislikes,  restrictions,  probs,  does  it  affect  ability 
to  eat,  what  assistance  is  needed,  smoking  per  day,  drinking  per  day,  drugs  per  day 

e.  Skin  integrity. 

color,  turgor,  texture,  state,  describe  any  problems  observed,  how  pt.  cares  for  skin— prevent/ 

alleviate  probs,  bath— frequency,  time,  kind,  shave — frequency,  time  makeup, 

teeth— frequency,  time,  denture  in/out,  for  hs,  any  help  needed  with  bath,  teeth,  grooming 

•wt.ii..  ■*  mmr.  I  -TIM  ••nil  i-iiiwfi  wniw  iiiMii  iiirniin  wi  iMuwiiimu  i  i  i  — jnwmirKwiil  . . . 

i.  Activity. 

able  to  walk,  limitations,  how  it  affects  ADL,  R.O.M.  describe  limited  part/how  it  affects 
AOL,  what  assistance  is  needed  due  to  limitations 

g.  kecreation. 

what  is  done  for  relaxation,  leisure,  hobbies 

h.  Interpersonal  and  communicative  patterns. 

how  does  patient  feel  with  new  situations/people,  describe  nonverbal  and  verbal  behavior 

i.  Temperament. 

what  makes  patient  angry,  what  does  he  do  when  angry,  how  does  he  let  others 
know  he’s  angry 

j.  Dependency  and  independency  patterns. 

what  he  does  for  self,  others,  has  others  do  for  him.  How  he  lets  others  know  what 
he  wants,  how  he  feels  when  asking  and  accepting  help. 

k.  Senses. 

sight— any  problems,  how  it  affects  ADL,  what  can  others  do  to  help,  hearing— 
any  problems,  how  it  affects  ADL 

l.  Menstrual  patterns. 

frequency,  duration,  probs.,  solution 

m.  Statement  of  that  which  helps  pt.  feel  cared  for. 

describe  items  of  importance  to  pt.  (security,  comfort,  protected,  safe).  What  do  others 
do  or  have  done  to  make  patient  feel  cared  for. 

Adapted  From :  NURSING  HISTORY  by 
Dorothy  M.  Smith  & 

Eileen  Pearlman  Becknell 
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'Wsor  Nurse  Inclosure  I  -’-o  --i 


MEDICAL  RECORD  -  NURSING  ASSESSMENT 

For  UM  of  this  form,  sw  AR  40-407;  ths  proponsnt  agoncy  it  tha  Offioa  of  Tha  Surgaon  Ganaral, 
NURSING  HI  STORY /]flQQ(]MiMK  ASSESSMENT  DATA 

I.  Vital  Statistics/Social  &  Cultural  History: 


II.  Patient's  Understanding  of  Illness  and  Expectations: 


III.  Systems  Review/Significant  Data  in  Terms  of: 


i 


IV.  Valuables  Brought  with  Patient: 


signature  (Nurse) 


PATIENT  IDENTIFICATION 


DATE 


Inclosure  2  ‘f 


0/1  i'aUG^79  3388*”  I  (CONTINUE  ON  HEVERSE) 
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INSTRUCTIONS:  Number  and  initial  each  recording  and  indicate  Long(L)  and  Short(S)  term  goals. 


DATE 

IDENTIFIED 


PROBLEMS 


EXPECTED  OUTCOMES  (Goals) 


DISCHARGE  CONSIDERATIONS: 
Patient-Family  Teaching; 


Special  Considerations:  (Sociopiychc^gical  nteds,  limitations.  Disabilities,  etc.) 


Hoapitat  Oispotition: 


NURSING  INPATIENT  DOCUMENTATION  OF  CAKE  FORMS 
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— -M60JCAL  RECORD  -  NURSING  ASSESSMENT  AND  CARE  PLA^^^“^  '* 

-  Of  Uf  of  thii  form,  m!»  AR  40-407;.  tha  propontnt  agency  is  the  C'fice  of  The  Surgeon  Gu.-.arDl. 

DATE  /  TIME _  NAME,  ADDRESS  &  TELEPHONE  OF  NE^  Klif - - 


NURSING  HISTORY 


;|  NO  I  instructions,  use  PATIENT’S  OWN  WORDS  WHBN  POSSIBLE.  USE 
I  !  ITEM  NU.V.BER  FOP.  EACH  RESPONSE. 

brought  you  to  the  hospital? 

Have  you  been  hospitalized  before? 
liiiiiiiifpiiiiiij  other  health  problems? 


Do  you  have  any  allergies  or  sensitivities? 
•i:';:;:':;}  If  yes ,  explain  and  describe  reactions. 


Are  you  presently  taking  any  medications? 

If  yes,  name,  frequency,  reason,  last  time  taken, 
meds  brought  to  hospital. 


Are  you  on  any  special  diet? 


Do  you  have  any  problems  ■with  your  bowels 
(diarrhea,  constipation)?  Aids  used? 

Urinating  problems  (frequency,  burning,  urgency  or 
other)?  If  yes,  explain. 

Do  you  smoke  or  drink  alcoholic  beverages? 

If  yes,  amoxmt  and  frequency? 


Do  you  have  any  trouble  sleeping?  If  yes,  explain. 
Aids  used? 


Do  you  have  any  special  concerns  or  requests  that 
will  help  us  to  make  your  hospital  stay  easier? 

(i.e.  assistance  v/ith  activities  of  daily  living. 

Use  of  special  aids  such  as  glasses,  crutches,  etc. 
oS^iuItSril^praciiMs?®  ^i^H/or  dislikes  or  religious 
When  you  go  home,  who  do  you  have  to  assist  you? 


SIG/'iATURe  l.\K.r„) 


PATIENT’S  IOEN  flPICATION 


Information  obta'xne'3" "from : ' 


REGISTER  NO 


EXAMPLE  =?  2 
(over) 


EDITION  OF  !  Jt.’l,  72  IS  OBSOLETE 


(CO.'.TIXCt:  os  P.EVERSEl 
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MEDICAL  RECORD  -  NURSING  ASSESSMENT  AND  CARE  PLAN  (Continuation) 

For  uso'^iRiTtorm,  sM  AH  4<M07;  th>  propnowt  n»ncv  i»  thi  Ottieo  oi  Th«  Surgton 


ADDITIONAL  ASSESSMENT  DATA 


EXAMPLE  if  2 


SICNATURE  (Surte! 


DATE 


INSTRUCTIONS:  Number  and  initial  eacb  recording 


OATS 

!D£NT!FlcO 

PROBLEMS 

DATS 

ACCOMPUlSHuD 

i 

;■  1 

i  -  -  -  -i 

j 

- 1 

! 

1 

1^ 

1  .  .  -  .. 

discharge  CONSIOEHATIONS: 
P'jtient-Family  Tcocbingr 
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Medical  Record-NurF.i nq  Assessment  ind  Care  Plan  IM  Form  3888  and  M  Form 
3888-1).  It  was  the  general  consensus  of  the  committee  that  the  3888  and  3888- 
1  are  excellent  forms  if  utilized  in  an  educational  setting,  but  are  not 
practical  if  used  on  a  continual  basis  or  required  on  every  patient  admitted  to 
the  hospital.  It  is  suggested  that  the  two  forms  be  combined  into  one  and  that 
all  the  unnecessary  material  be  omitted  as  follows: 

(1)  The  original  numbers  1  thru  5  should  be  omitted  since  this 
information  is  provided  on  the  Admission  Cover  Sheet  (DA  Form  3647)  and  address- 
ograph  plate  provided  by  Patient  Administration  Division  upon  admission.  Add 
to  the  form:  number  (1)  for  Date/Time  and  number  (2)  for  Name,  Addres*;,  and 
Telephone  number  of  next  of  kin. 

(2)  Numbers  6  thru  10  could  be  omitted  except  for  the  source  from 
where  information  was  obtained.  This  could  be  added  at  the  end  of  the  Nursing 
History  in  the  column  with  Signature  (nurse)  and  Date. 

(3)  The  Nursing  History  section  is  entirely  too  long  and  there  are 
too  many  questions  that  are  not  pertinent  or  that  repeat  others.  Emphasis 
should  be  placed  on  obtaining  information  on  the  patient's  knowledge  about 
their  diseases,  medications,  allergies,  special  diet,  and  if  there  is  support 
at  home  upon  discharge.  Many  of  the  questions  that  are  asked  are  answered 
during  the  course  of  the  patient's  assessment. 

(4)  Additional  Assessment  Data:  Each  specialty  area  in  nursing 
should  be  allowed  to  develop  their  own  overprinted  assessment  tool  to  provide 
the  required  information. 

(5)  Instructions:  It  is  recommended  that  expected  outcomes  (goals), 
long  and  short,  be  omitted  from  this  section.  Subjective  and  objective 
problems  are  either  accomplished  or  deferred  regardless  of  the  expected 
outcome.  This  will  eliminate  excessive  writing  that  is  not  realistic  and  time 
consuming. 

(6)  Discharge  Consideration:  This  entire  section  could  be 
eliminated  if  a  standardized  Discharge  Plan  (DA  Form  4700)  was  developed  and 
implemented,  or  each  Department  of  Nursing  would  develop  their  own  Discharge 
Planning  Form. 

(7)  See  example  #2,  Inclosure  i. 
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DA  FORM  3888-1 

NURSING  ASSESSMENT  AND  CARE  PLAN  (CONTINUATION) 
SUMMARY  SHEET 


Comments  regarding  the  DA  Form  3888-1  were  directed  at  either  the  "additional 
data"  portion  or  the  Nursing  Care  Plan  and  Discharge  Considerations  located  on 
the  reverse  side  of  the  form. 

ADDITIONAL  ASSESSMENT  DATA 

Comments  often  reflected  a  desire  to  have  more  rather  than  less  guidance: 

"...(there  is  a  problem  with  the  front  of  the  form  being  blank)... 
its'  effective  use  requires  thorough  preparation  of  the  professional 

staff  in' physical  assessment,  something  not  always  possible _  (We 

suggest  providing)  a  standard  overprint  for  review  of  systems  which 
allows  fill-in-the-blank  completion  by  RN..."  FT  DEVENS 

"...standard  forms  which  provide  guidelines,  i.e.,  ROS  head-to-toe 
with  some  common  comment..." 

"...It  is  suggested  that  the  assessment  criteria  from  DA  PAM  40-5 
standard  1  page  2-1,  2-2,  be  overprinted  on  DA  Form  388-1  and 
utilized  throughout  the  Army  to  reduce  the  number  of  different 
overprints  in  current  use..."  FT  BENNING 

Often  the  comments  seemed  to  reflect  a  lack  of  understanding  of  the  Nursing 
Standards  which  do  not  mandate  a  total  review  of  systems,  but  merely 
"pertinent"  areas.  Other  comments  about  this  section  again  reflected  the 
concern  for  duplicated  information: 

"...The  current  methods  for  documentation  of  the  physical  assessment 
findings  among  the  health  care  professionals  results  in  duplication 
of  effort  and  sometimes  patients  even  question  as  to  whether  we  talk 
to  each  other... (It  is  recommended) .. .that  the  DA  3888-1  record  only 
the  data  that  is  appropriate  for  planning  care  and  even  then  not  to 
duplicate  the  data  recorded  by  the  primary  physician. . .In  addition, 
the  initial  nursing  admission  note  could  best  be  written  on  DA  3888-1 
to  include  admission  data  and  other  pertinent  information  and  eliminate 
the  recording  on  SF  510..."  FT  BENNING 

"...Since  the  majority  of  us  do  not  do  assessments  by  systems,  this 
page  is  usually  a  repeat  of  the  admission  note  on  the  SF  510  or  left 
blank  -  I'd  eliminate  it..."  FT  WAINWRIGHT 

NURSING  CARE  PLAN 

Comments  addressing  this  section  of  DA  Form  3888-1  emphasized  the  need  for 
additional  space  and  the  need  to  incorporate  nursing  action 
orders/interventions  with  the  problem  list.  Thirty-five  (out  of  46)  of  all  the 
letters  received  in  response  to  the  request  for  input  to  this  study  mentioned 
these  two  items.  Other  conments  expressed  concern  for  having  the  care  plan 
meaningful  for  para-  professionals  and  suggested  additions  or  deletions  to 
column  headings. 


Representative  comments  follow: 

"...Remove  nursing  order  from  DA  Form  4677  (Documentation  care  plan  - 
Nonmed.),  place  them  on  DA  Form  3888-1  (Nursing  assessment  and  care 
plan).  Many  nursing  orders  don't  fit  well  under  routine  blocks  but 
would  be  overlooked  under  PRN,  results  in  much  ineffective  initialing. 
More  important,  including  the  interventions  (nursing  orders)  on  the 
3888-1  would  more  clearly  explain  their  relationship  to  the  problem 
and  the  goals.  This  concrete  connection  •'s  especially  important  for 
the  paraprofessionals."...  FT  GORDON 

"...Utilize  entire  front  side  of  form  for  the  nursing  care  plan... 
position  the  (NCR)  format  lengthwise  on  the  paper,  utilizing  the 
length  rather  than  the  width  of  the  paper  would  allow  for  a  greater 
amount  of  space  for  the  care  plan..."  FT  MONMOUTH 


"...Commit  (the  Corps)  to  the  use  of  the  nursing  diagnosis..." 
FRANKFURT 

"...the  (NCR)  needs  more  space  for  goals  and  outcomes. . .forms  should 
include  a  problem  list  which  is  ongoing  and  updated... It  would  be 
advantageous  to  couple  nursing  orders  to  the  nursing  care  plan. 
Recommend  that  the  problem  list  goals  and  actions  be  located  together 
to  avoid  going  to  several  forms  for  the  total  care  pi  an... the  system 
must  provide  a  way  for  the  individual  at  the  bedside  to  have  rapid 
access  to  basic  and  concise  instructions  on  the  individual  patient's 
care  requirements..."  FT  CAMPBELL 

"It  is  proposed  that  blank  forms  with  expanded  room  for  problem  list, 
planned  nursing  intervention  and  outcome  criteria  be  developed  with 
concomitant  space  for  discharge  planning  needs  and  patient  teaching 
needs... it  is  recommended  that  a  Kardex-type  approach  be  utilized 
and  that  specific  areas  for  check-offs  be  provided..."  ISR 

"...The  care  plan  portion  should  be  a  full  page  at  a  minimum  with  the 
headings  of  Nursing  Diagnosis,  Related  To,  Goals,  L/S,  Date  Evaluated, 
Date  Accomplished,  and  a  space  provided  for  the  nurse  who  wrote  the 
diagnosis  to  initial.  Nursing  Orders  need  to  be  written  on  this 
form..."  WRAMC 

"...Expand  the  (NCR)  to  include  nursing  diagnoses,  expected  outcome 
followed  by  nursing  actions.  Recommend  each  nursing  action  on  the 
(NCR)  have  times  listed  for  each  action  and  spaces  to  initial  that 
the  action  was  performed.  This  would  eliminate  the  need  to  place 
nursing  orders  on  the  Nontherapeutic  Documentation  Care  Plan..."  DIX 

"...a)  (suggest)  the  following  headings  for  the  care  plan:  Date- 
initial/Problem/Goal-Expected  Outcome/Nsg  Action/Problem  Resolved. 
...specify  discharge  planning  and  teaching  needs:  Date-Initial/ 
Problem/Outcome-Goal-Date/Comprehensive  Learning  Status/Nsg  Action 

b)  Patient  Goal/Outcome  (should)  be  changed  to  Nursing  Orders,  with 
more  space  allowed.  Once  nursing  orders  are  written  on  the  3888-1 
they  should  not  have  to  be  written  on  the  4677..."  FT  McCLELLAN 
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"Change  'Problem'  to  'Nursing  Diagnosis " 

"Remove  'Long'  and  'Short  Term'  column" 

"develop  a  continuation  sheet  for  problems/goals,  or  just  problems/ 
goals,  or  just  provide  more  space..." 

DISCHARGE  CONSIDERATIONS 

Most  comments  in  this  section  were  ones  which  followed  suggestions  combining 
the  nursing  history  and  assessment  in  one  form.  Allowing  the  nursing  care  plan 
to  be  on  the  front  portion  of  a  second  form  and  thus  discharge  and  teaching 
concerns  could  appear  on  the  reverse  side  o-^  the  nursing  care  plan.  The 
duplication  of  information  theme  was  heard  again:  if  discharge  arrangements 
and  patient  teaching  were  to  be  documented  here,  why  a  repeat  in  the  nurses 
notes  and  again  on  a  discharge  form?  Several  responses  suggested  eliminating 
the  space  for  discharge  information  to  make  it  part  of  the  ongoing  problem  list 
in  the  care  plan.  Another  suggested  a  separate  sheet  to  note  discharge 
considerations  and  all  patient  teaching  which  would  eliminate  the  need  to 
reiterate  the  information  in  the  nursing  notes. 

MISCELLANEOUS  COMMENTS 

Responses  from  eight  facilities  specifically  addressed  the  concern  that  the  DA 
Form  3888-1  is  not  pertinent  for  specialty  areas  such  as  pediatrics, 
obstetrics,  psychiatry  and  newborn  nursery.  Examples  of  overprints  (either  on 
the  3888-1  or  DA  Form  4700)  currently  in  use  at  separate  facilities  were 
included  in  the  respondents'  letters. 

Several  responses  discussed  allowing  all  licensed  personnel  (e.g.,  LVN/91C/and 
RN)  to  assess  and  formulate  plans,  with  final  review  performed  by  the  RN.  How¬ 
ever,  interpretation  of  Standard  IV  of  the  JCAH  guidelines  for  Nursing  Services 
states  "...Each  patients  nursing  needs  shall  be  assessed  by  a  registered 
nurse...  A  registered  nurse  must  plan  each  patient's  nursing  care. 
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DA4256  Clinical  Record-Doctor's  Orders 


Summary  Sheet 


The  overwhelming  majority  of  comments  dealt  with  the  problem  related  to  the 
need  to  transcribe  every  order  from  this  form  to  either  the  DA  4677  or  4678 
(e.g.,  "time  consuming,"  "increase  the  risk  of  error").  Most  responses 
reflected  the  desire  to  have  an  order  sheet  on  which  the  nurse  could  note  the 
completion  of  the  action.  JCAH  Standard  for  Pharmacies  require  that  a 
pharmacist  review  either  the  direct  order  or  a  copy  thereof,  hence,  a  carbon 
copy  would  remain  a  requirement. 

It  was  suggested  that  one  way  to  assist  in  relieving  some  of  the  problems  would 
be  to  have  a  separate  order  sheet  for  medications.  Another  response  dealt  with 
the  single  actions: 

"The  Doctor's  Orders. . .probably  has  the  greatest  impact  on  the 
entire  nursing  documentation  process.  With  some  revision  of 
t!.is  form,  the  one  time  (single  action)  transaction  for  treat¬ 
ment  and  medications  could  be  recorded  on  the  Doctor's  Orders 
form.  This  would  eliminate  having  to  transcribe  the  orders  to 
the  Therapeutic  Documentation  Plan  (DA  Form  4677/48)." 

A  point  of  Reference  for  this  form  and  the  DA  4678  (medication  sheet): 

The  Principal  Investigator  met  with  COL  LeFleur,  C.,  Pharmacy 
Service,  BAMC,  and  his  assistants.  COL  LeFleur  shared  several 
copies  of  "old"  order  sheets  he  has  kept  on  file.  (Enel  2-6.) 

All  were  forms  which  had  been  used  prior  to  the  current  DA  Form 
4256  and  contained  areas  for  nursing  action  notation  directly 
beside  the  original  order.  He  commented  that  although  the 
nurse  could  sign  off  the  medication  directly  on  these  sheets, 
the  need  remained  to  recopy  the  order  onto  a  medication 
card!  With  the  unit  dose/sterile  products  programs  in  use  at 
essentially  all  in-patient  facilities  at  this  time,  and  the  use 
of  the  unit  dose  medication  card,  the  medication  card  would 
prove  to  be  not  only  an  impediment  to  administering  medica¬ 
tions,  but,  because  it  is  NOT  a  permanent  part  of  the  record, 
would  necessitate  the  nurse's  signing  off  the  drug  on  the 
physician's  order  sheet.  His  points  were  twofold:  1)  the 
nurse  would  still  need  to  recopy  a  medication  order  (e.g., 
onto  a  nonpermanent  portion  of  the  record  (such  as  a  medica¬ 
tion  cardex);  and  2)  if  notation  of  the  action  was  required 
on  the  physician's  order  sheet,  further  problems  of  accessi¬ 
bility  to  the  order  sheet  and  the  possible  tendency  of  the 
nurse  to  sign  off  all  medications  at  one  point  in  a  shift, 
rather  than  when  they  were  actually  given  might  arise.  He 
feels  a  return  to  the  medication  card  system  would  not  only 
be  a  step  backward  for  the  profession,  but  it  would  create 
additional  difficulties  for  the  nurse,  as  well  as  pose 
quality  assurance  problems. 
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EXAMPLE  #  1 


DA  FORM  4677  (Therapeutic  Documentation  Care  Plan  Non-medication) 

DA  FORM  4678  (Therapeutic  Documentation  Care  Plan  Medication) 

Summary  Sheet 

Comments  about  both  the  DA  Form  4677  and  4678  (Therapeutic  Documentation  Care 
Plan)  reiterated  two  themes:  the  duplication  of  effort  in  having  to  chart 
information  in  multiple  areas  of  a  patient's  record  and  the  time  required  to 
recopy  every  order.  Suggestions  for  revision/ improvements  were  aimed  at 
decreasing  or  eliminating  both  problems.  All  forms  in  our  documentation  system 
are  intertwined  and  comments  addressing  the  "TDs"  relate  to  the  DA  Form  4256 
(Doctor's  Orders,  the  SF  510  (Nurses  Notes)  and  the  DA  3888-1  (Nursing  Care 
Plan).  Often  the  suggestions  involve  not  eliminating  a  piece  of  data,  only 
directing  it  to  what  seems  to  be  a  more  logical  location  to  facilitate  con¬ 
tinuity  of  care.  In  addition,  nurses  are  concerned  that  the  format  of  the 
DA  Forms  4677  and  4678  (some  orders  on  the  front,  single/PRN  on  the  back)  is 
often  the  cause  of  medication  and  nursing  care  errors:  more  frequently  an 
error  of  omission  rather  than  commission.  The  use  of  multiple  forms  to  record 
nursing  observations  and  medical  orders  adds  to  confusion,  fragmentation  of 
care  and  frustrations,  not  to  mention  time  away  from  the  patient  to  "do  paper¬ 
work."  A  few  representative  comments  follow: 

The  entire  system  for  noting  orders  and  transcribing  them  onto 
other  forms  (DA  4677  and  4678)  is  not  only  too  time  consuming 
but  provides  a  perfect  mode  for  potential  error.  The  more  people 
involved  in  and/or  times  information  is  communicated,  the  more 
potential  for  problems.  I  strongly  suggest  a  system  similar  to 
the  'old'  way.  Everyone  ruaus  and  carries  out  the  original  order 
(unless  orders  are  copied).  Medication  list  (card)  should  be  used 
in  conjunction  with  the  orders.  The  chart  should  be  a  single 
entity  not  spread  out  in  2  or  3  areas.  I  appreciate  the  need  for 
accessibility,  however  I  think  the  disadvantages  associated  with 
the  dismemberment  of  the  chart,  such  as  med  errors,  disjointed 
documentation,  lost  documentation,  far  outweigh  the  advantage  of 
accessibility...."  FT  RILEY 

"Signing  the  TD  to  indicate  an  order  has  been  carried  out  is  pres¬ 
ently  not  enough  documentation. . .If  the  patient  has  an  order  to 
ambulate  and  does  so  without  problems,  I  think  initialing  the  TD 
without  documenting  in  the  SF  510  is  sufficient...."  FT  EUSTIS 

"...(the  current  system  of  recopying  orders)  is  complex  and  time 
consuming. . .Nursing  units  without  clerks  have  difficulty  keeping 
up... recurring  med  errors  directly  related  to  form  design  have 
been  noted... the  most  frequent  error  related  to  the  form  is  omission 
of  single  doses,  particularly  when  required  to  be  given  at  a  later 
date _ " 

"...these  forms  (4677  and  4678)  probably  create  the  most  distress. 

Most  problems  result  from  the  copying  of  information  and  the 
potential  for  error.  Many  times,  the  forms  become  illegible  due  to 
copying;  nurses  handwriting  and  too  many  orders  placed  too  closely 
together. . .The  major  irritation  of  these  forms  is  the  duplication. 
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also  be  on  510.  This  is  a  consideration  for  dressing,  treatments 
anything  which  has  a  potential  for  requiring  a  report - "  FT  IRWIN 

A  comment  from  one  Chief  Nurse  was  particularly  succinct: 

"...A  personal  note  -  one  of  the  reasons  I  immediately  liked  the 
Army  and  stayed  was  the  simplicity  of  the  Old  Cardex  System.  It 
required  little  or  no  need  for  orientation,  errors  were  quickly 
noted,  and  other  than  the  chore  of  recopying  orders,  little  tedious 
copying  was  required.  Last  weekend,  I  worked  on  the  Med-Surg  Ward 
and  was  absolutely  amazed  at  the  amount  of  work  our  present  system 
required.  One  page  of  complicated  orders  took  one  hour  to  transcribe! 

It  must  be  terrible  to  work  on  an  oncology  or  metabolic  unit." 

The  comments  from  Ft  Benning  were  reiterated  in  a  similar  form  from  nurses  at 
Ft  Bel  voir  and  William  Beaumont: 

"...The  current  method  requires  the  transcription  of  orders  to  two 
separate  books  (medications  and  nonmedications)  in  two  different 
locations.  This  method  is  cumbersome  and  time  consuming. .. (It  is 
recommended  that)  the  physician  order  sheet  be  revised  to  allow 
for  daily  documentation  of  medication  activities  and  allow  for 
documentation  of  activities.  While  this  would  require  the  physician 
to  separate  his/her  orders,  it  would  reduce  all  transcription  of 
medication  and  treatment  orders.  This  would  facilitate  the  record 
and  would  reduce  the  number  of  transcription  errors." 

Some  comments  about  the  DA  Form  4677  and  4678  were  general,  expressing  the 
frustrations,  anger  and  concern  with  our  system  and  outlining  the  afore 
mentioned  problems.  Others  addressed  problem  areas  and  provided  examples  of 
possible  solutions;  different  formats,  overprints,  etc.,  development  of  an 
activities  of  daily  living  form  which  might  assist  in  reducing  note  duplication 
and  transcription  time: 

"...The  time  required  to  write  orders  for  ADL  on  the  nonmedication 
form  exceeds  the  time  available.  It  is  recommended  that  an  over¬ 
print  nonmedication  for  be  developed  that  allows  for  assessment  and 
documentation  of  ADL  needs  on  the  same  form...."  FT  BENNING 

Packets  received  from  the  Department  of  Nursing  of  the  USA  MEDDAC  Panama  and 
USA  MEDDAC  Ft  Leonard  Wood  provide  examples  of  a  total  documentation  effort, 
including  ADL  checklists.  The  Panama  packet  contains  an  article  in  nursing 
documentation  which  references  an  aid  to  accurate  and  time  efficient  charting. 

Similar  suggestions  for  corresponding  sections  on  both  forms  were  often  made: 

a.  Enel  1  (DF  from  CPT  Lupo)  discusses  the  use  of  a  coding  system 
to  note  evaluation  of  the  nursing  intervention  on  the  4677.  A 
similar  suggestion  is  made  to  note  the  effectiveness  of  medica¬ 
tion  on  the  4678  (Enel  41  Similar  comments  were  made  from  nurses 
at  15  other  facilities. 

b.  The  PRN  areas  on  each  sheet  were  described  as  "too  small"  and 
need  to  be  enlarged. 


c-41 


c.  Having  single  action  orders  on  the  back  of  either  sheet 
increases  chances  of  omission  errors.  Common  suggestions  were 
to  develop  a  form  for  only  single  actions  to  be  directly  signed 
off  on  the  order  sheet  when  completed  (Enel  5,  Ft  Leonard  Wood). 

d.  Delete  "action  time  from  the  4677"  and  "dispensing  times"  from 
the  4678.  All  of  the  responses  which  included  this  suggestion 
noted  that  these  area  are  rarely,  if  ever,  used. 

e.  The  use  of  yellow  markers  becomes  a  problem  leading  to  confusing 
and  "messy"  papers.  Suggestions  included  the  use  of  a  single 
line  drawn  through  the  order  with  a  pen,  followed  by  initials 
and  a  date. 

g.  Delete  "additional  pages  in  use." 

h.  Delete  "month  and  year"  -  can  be  provided  with  recording  of  the 
order  date  in  the  left  hand  column  of  both  forms. 

M  ffiriD  4fi2fi 

There  were  other  comments  which  specifically  addressed  this  form.  Several 
comments  expressed  concern  about  not  having  a  system  which  readily  indicates 
administration  times.  A  representative  sample  of  comments  includes: 

"DA  4678  should  contain  som..  means  of  indicating  when  drugs 
must  be  given  without  having  to  check  through  every  page...." 

FT  MONMOUTH 

"...The  problem  most  frequently  associated  with  DA  Form  4678 
is  missed  doses,  especially  medications  not  given  at  standard 
times.  The  forms  must  be  supported  by  a  flagging/signal  alert 
system  which  permits  rapid  identification  of  the  next  medication 
delivery  time...."  FT  CAMPBELL 

"...(there  is  a  problem  with)  identifying  med  times  readily 
and  reliably... develop  a  better  system  for  flagging  times  and 
special  meds...."  FT  BELVOIR 

Several  comments  also  addressed  the  placement  of  PRIl  orders  vs  single  action 
drugs,  for  example: 

"...PRN  medications  should  be  on  the  top... (they)  are  used 
more  frequently  and  the  top... is  more  accessible. . .single 
dose  medications  would  be  on  the  bottom  of  the  form...." 

FT  STEWART 

Several  comments  addressed  the  problem  of  placement  of  orders  such  as  a  sliding 
scale  of  insulin  or  decreasing  dose  of  steroids. 

Finally,  there  were  comments  regarding  the  fragility  of  the  current  forms. 
Several  responses  suggested  the  design  of  a  more  sturdy  form,  e.g.,  cardboard 
consistency. 


C'42 


"...pages  of  record  are  not  secured  in  binders.  Holes  holding 
pages  in  rings  of  binder  tear,  fall  out,  get  lost.., need  to  have 
a  medication  cardex  rather  than  loose  leaf  binders. . .with  two 
parts  to  the  medication  sheet  rather  than  front  and  back  side." 


PRN  MED  Top  part  of  Cardex 


Recurring  Meds  Bottom  part  of  Cardex 
With  this  type  of  lay-out  all  information  is  visible  at  one  glance. 
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The  idea  that  I'd  like  to  submit,  borrowed  from  Dr.  Pardee,  University  of 
Washington,  Seattle,  would  be  to  oimply  add  a  code  symbol  to  reflect  evaluation 
of  nursing  intervention  on  the  green  "TD"  form.  The  code  would  be  as  follows: 

+  satisfactory/within  normal  limits 
-  unsatisfactory  (must  elaborate  in  the  nurses  notes) 

0  not  observed/oraitted  (must  comment  in  nurses  note) 

Please  see  the  attached  "TD"  as  an  example. 


(■^'Ov4h  1 


DA  2496 


REPUACES  DO  ?ORM  »t.  WHICH  IS  OSSOLETE. 


2 


CLINICAL  RECORD 


VERIFY  UY  INtTIAUNO 


ORDER 

DATE 


CLERK/ 

KURSE 


RECURRING  ACTIONS, 
FREQUENCY,  TIME 


I'illlAI.  l‘HOt‘hH  COLUMN  l-ot.tA)\ilNC  EACH  COMPLETION 


n*TF  COMPLETED 


RI[®1I  _ 

liEaainiBnBni 

bIIBBBBhSSSI 

^Hmaaninn 


■■■■■■■■■■■■■■ 

■■■■■■■■■■■■■■ 


ALLenoicsi  Ovc»  1  1  no 

PRIMARY  DIAGNOSIS: 

ADDITIONAL  PAGES  IN  USE: 

□  yes  CIno 

PAGENO  . . 

PATl  ENT  lOENTirtCATlON; 

4  ' 

+  satisfactory/within  normal  limits 
-  unsatisfactory  ACTION  TIMES 

0  not  observed/omitted  USE  PENCIL.  CIRCLE  ACTION  TIMES 

D  8  9  10  11  12  13  14  15 

E  16  17  18  1?  20  21  22  23 

^“^5  N  24  01  02  03  04  05  06  07 

FORM 
1  OCT  78 


4677 


EDITION  OF  1  DEC  77  MAY  BE  USED 


(  Sivti  nil  ; 


HOUR 


AM.  PM 


6qi^ 


umaii 


Ui/no 


d&Ui. 


{JJtU3  /jioL 


J/t4> 


//uMiulLj 


'J03JL  0^ 


■TTV)  Itlcxuf^oji^^ 


U  US  CK>  Wi  < 

;)  .Mi-sMijio; 

NURSING  NOTES 

Ntandaril  P^urm  sto 
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W  W 

CLINICAL  RECORD 


THERAPEUTIC  DOCUMENTATION  CARE  PLAN  (MEDICATIONS) 

For  uM  of  thi*  form,  •••  AR  4(M07;' 
tho  proponant  asancy  it  tha  Ofiica  of  Tha  Surgaon  Ganaral. 


VBIVFY  BY  miTlAUNa 


INITIAL  PROPER  COLUMN  FOLLOWING  EACH  AOMNISTRATION 


ORDER 

date 


CLERK/ 

HURSE 


RECURRING  MEDICATIONS. 
DOSE.  FREQUENCY 


icai 


DATE  DISPENSED 


DA  4678  Therapeutic  Documentation  Care  Plan  (Medication): 

Incorporate  space  in  the  PRN  section  to  document  effect  of  the  medication  and 
IM  injection  site,  thus  eliminating  the  need  for  double  documentation  of  this 
information  in  the  nurses  notes.  Eliminate  the  action  times  section  of  the 


AbkBNalBat  [□  VES  Q]  NO  |R"*MAnv  OtABMOMM 


Physician 


oon  number/Bc. 


DA.'//.’:.  4678 


EDITION  OF  1  DEC  77  WILL  BE  UBEO  UNTIL  EXHAUSTED. 
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CLINICAL  RECORD 


vstarr  by  rntriAUito 


Mo. _ Yr. 


ORDER  CLERK/ 
DAI  6  NURSE 


RECURRING  MEDICATIONS, 
DOSE,  FREQUENCY 


rfilTtAL  PROPER  COLUMN  FOLLO^NO  EACH  ADMtNtSTRATtON 


DATE  DISPENSED 


HBHIHHHHHHHHIiH 

■■«■■■■■■■■■■■ 


a  ■■■■■■■■■■■■■■ 


ALuenaiEs;  i3|  ves  □  no  ciaonosiss 


Patient  ioenti'ication: 


4S78 


AOOITtOM  4w  »  ACES  iN  USEt 

!  1  YES  '33 


DISPENSING  TIMES 


JSE  PENCIL.  CIRCLE  MED  T!Mr^ 

D  7  8  9  10  n  12  13  14 
E  15  16  17  18  19  20  21  2? 
N  23  24  01  02  03  04  05  06 


EDITION  OF  1  dec  7T  WILL  BE  USED  UNTIL  EXHAUSTED. 


i  CLISICaL  record 


i  1  Ejvn-  sy  iv.-miiWG 


;  ORDER  CLERR/ 
DATE  i  KURSE 


THERAPEUTIC  DOCUMENTATION  CARE  PLAN  (MEDJCaTIOSS) 

use  e*  rnitiorm  aR  A&..A07. 
srooon***?  is  D***cir  o«  Th*  Su'o*on  Gen«r*i 


i.\fo.JU.  Yr.  t3 


•  I  >  !  1  i  !  I 


Expisnstior.  cf  -)  (■")  Detboc  cf  cocu-i£nt ir.g 
the  ezfscti  cf  ccr.rrciiec  subsccr.ces : 


.  E*Ct  Ea*  V 


Ties*  I  ZEH  Ti  rt  c  ikTiONj 


A  (■!■)  iriciccces  the  giver.  uieciCctior 
achievcc  the  results  for  vhich  it  vas 
giver. 

le:  ;f  giver  for  pair.,  pain  vas 


ie:  if-ri-.-.-r.  -.rr  agitation,  the 

patierr  is  less  agitated 

A  (-)  indicates  the  given  iDecicatior 
^ 1 1  rot  acr.ieve  the  res v its  for  vh i c h 
it  vas  giver. 

le:  It  giver,  for  pain,  and  pain 

vas  net  reieived. 
ie.  if  given  for  agitation,  and 
patient  is  still  as  agitated. 

C-.  Can  be  'visec  for  ail  controlled  substances, 
be  thev  routine,  one  tine,  or  ?Rh’  orders. 

C.  Car.  be  usee  tor  ?RNs  other  than  controlled 

substances  C ie  MOM,  Myienta  etc,) 

D.  w.ner  er.p_cyec.  tne  i~)’s  have  tc  be 
reflected  ir  the  nursing  notes  ( SF  5iG), 
the  ("h; ' s  dc  not. 


it; 

111! 

i  !  I  i 

».b.  ®aGE5  IK  USE 


A  system  is  needed  to  quickly  document  reaction  to  routine 
medications.  There  are  so  many  drugs  for  single  patients,  it  is  wasteful  of 
time  and  resources,  requiring  nurses  to  continuously  document  repetitive 
medication.  A  +  or  -  systems  found  in  Inclosure  VII  Is  suggested  or  perhaps 
Incloaure  Vin  which  is  used  in  the  VA  system  and  is  appreciated  by  a  select 
nursing  staff  when  used  on  a  trial  bases  at  '/RAMC. 


DA/-K-  4S78U«^  ^  SDtTlOfv  0=  1  5=C  77  WILL  BS  USED  UNTIL  EXHAUSTED. 


»  I  /K  I  ^  -? 

^  V—  -L- 


s 


CLINICAL  RECORD 


VSKFr-BY  mtTtAUBO 


THERAPEUTIC  DOCUMENTATION  CARE  PLAN  (MEDICATIONS) 
far  uu  of  thii  form  AR  4(M07; 
th»  prosonont  Kowey  ii  th>  Ofrieo  of  Th»  Surgwn  Gorioril. 


CLERK/ 

RECURRING  MEDICATIONS, 

cai 

NURSE 

DOSE,  FREQUENCY 

■1 

Mo. _ Yr. _ 


INtTtAL  PROPER  COLUMN  FOLLOWING  EACH  ADm.WISTRATTON 


DATE  DISPENSED 


ALUERGiEv  Q]  VES  □no  f*R'MAny  CIAGNONS: 


ADOITIONAU  PAGES  IN  USE: 

I  I  y  Es 


PATIENT  lOENTIPtCATlON: 


DA-WSl.  4678 


PAGE  NO. 


DISPENSING  TIMES 


ust  HtNLIL.  .  UKLLt  MtU 

D  7  8  9  10  11  12  13  14  ^ 

g  20  21  22'! 

OU£^€^  N  23  24  01  02  03  04  05^6 


OUJXSr  N  23  24  01  02  03  04  05^6 


EDITION  Or  ^  DHC  77  VVrtt.  3=  USED  *  ■NTTT^TTfAVBTFn  - — 
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DA  Form  4700  Supplemental  Medical  Data 
Summary  Sheet 


All  comments  regarding  DA  4700  mentioned  its  use,  either  for  discharge  planning 
or  to  document  teaching  needs  and  Interventions.  Common  suggestions  were  for  a 
standardized  format  for  discharge  planning  which  included  the  physician's  plan, 
nursing  preparation  of  the  patient  and  any  other  referral  or  supporting 
agencies'  plan  for  the  patient's  discharge.  Such  a  standardized  form  would 
have  multiple  copies,  one  for  in-patient  record,  out-patient  record  and  for  the 
patient,  and  would  meet  the  needs  of  adult  and  pediatric  patients  in  all 
services.  Proper  notation  of  this  form  would  then  eliminate  a  need  for  a 
discharge  nurse  note  on  SF  510. 

If  a  DA  4700  form  were  used  to  indicate  teaching  requirements  and 
interventions,  such  notations  could  then  be  eliminated  from  the  3888-1  and 
SF  510 

Several  Chief  Nurses  enclosed  copies  of  overprints  used  at  their  facilities. 

Many  comments  suggested  streamlining  the  overprint  approval  process,  perhaps 
having  it  at  the  local  level. 
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DO  Form  752  Intake  and  Output  Worksheet 
Sumnary  Sheet 


All  comments  regarding  DO  Form  752  addressed  the  desire  to  incorporate  it  into 
the  permanent  record  rather  than  having  it  as  a  mere  "worksheet."  Again,  this 
reflects  one  of  the  major  themes  of  all  responses  received  from  the  field:  the 
redundancy  in  charting.  Once  placed  on  the  I  &  0  Sheet,  the  informations  must 
be  transferred  to  the  SF  511  and,  often,  into  the  nursing  notes. 

"DO  Form  792  needs  to  be  part  of  the  permanent  patient 
hospitalization  record.  This  would  save  a  tremendous 
amount  of  time  for  recopying  all  the  information  into 
the  nurse's  notes.  The  present  way  of  recording  I  &  0 
on  SF  511  does  not  provide  an  adequate  breakdown  or 
space  for  breakdown.  The  word  "worksheet"  should  be 
eliminated  from  the  title  of  this  form...."  FT  MEADE 

Responses  also  suggested  the  DD  Fonn  752  be  designed  to  allow  totaling  of 
parameters  at  the  end  of  each  shift  rather  than  every  twenty-four  hours. 
Additional  space  was  requested  for  intravenous  medications. 

Finally,  Letterman  Army  Medical  Center  made  this  suggestion: 

"Delete  intake  equivalent  (lower  right  hand  corner  of 
DO  Form  752.  Either  state  only  standard  measurements, 
i.e.,  medicine  cup,  half  pint,  etc.,  or  leave  blank 
for  local  overprint. 


SF  510  Nursing  Notes 
Suinmary  Sheet 


Few  comments  regarding  the  SF  510  Nursing  Notes  were  directed  at  the  structure 
of  the  form,  for  example: 

"...eliminate  AM/PM;  change  to  'time/date'  in  one  column."  (3  responses) 

"...Change  the  (title  of)  'Nursing  Notes'  to  'Nursing  Progress  Notes'." 

"...the  SF  510  is  satisfactory  in  its  present  format." 

Most  comments  were  directed  toward  acts  of  recording  nursing  actions/observations 
and  the  problems  therein.  Comments  fell  into  three  main  groups:  the  use  of  a 
Multidisciplinary  Progress  Note,  the  redundancy  in  charting,  and  format  (SOAP, 
SOAPIE,  SOAPIER,  Narrative,  etc.). 

MULTIDISCIPLINARY  NOTES 

Seventy  percent  of  all  responses  received  from  facilities  worldwide  addressed 
the  use  of  a  multidisciplinary  progress  note.  The  majority  (66%)  of  total 
responses  favored  incorporating  the  nursing  comments  with  the  physician's 
progress  note.  The  following  are  representative  comments: 

"...(the  problem  is  that)  the  progress  of  the  patient's  status  is 
difficult  to  track.  The  physician,  physician  assistant,  physical 
therapist,  clinical  dietitian,  and  respiratory  therapist  record 
on  the  progress  notes.  All  nursing  personnel  record  on  the  nursing 
notes... (it  is  recommended)  that  all  patient  progress  be  recorded 
on  the  progress  notes.  The  documentation  by  all  health  care 
providers  (should)  jointly  track  progress,  thereby  reducing  the 
current  duplication  of  effort,  and  improve  access  to  the  written 
communication  about  patient  status...."  FT  BENNING 

"I  would  combine  nurse's  notes  and  doctor's  progress  notes  on 
one  form.  We  are  iiig  only  service  that  charts  separately 
and  if  we  all  did  chronological  charting,  the  doctors  would 
read  our  notes  which  would  tend  to  make  them  credible  and  if 
we  knew  someone  was  reading  them  they  would  improve  plus  the 
doctors  might  learn  something!  It's  symbiotic...."  FT  GORDON 

If  adopted,  the  title  of  the  SF  509  (Doctor's  Progress  Notes)  would  require  a 
change.  Suggestions  included  "Patient's  Progress  Notes"  or  merely  "Progress 
Note." 

Several  facilities  expressed  concern  that  there  may  be  potential  problems  with 
the  multidisciplinary  note.  The  following  is  a  summary  of  their  points: 

1.  What  format  will  be  required?  SOAP,  a  form  of  POMR,  narrative 
descriptions,  etc.?  Confusion  may  arise  if  charting  is  done  using  different 
problem  lists  (i.e.,  the  one  specified  by  the  physician  vs.  the  problems 
defined  on  the  nursing  care  plan). 


c-57 


2.  Who  would  be  authorized  to  chart?  Currently,  all  nursing  personnel, 
regardless  of  skill  or  educational  level,  are  charting  on  the  SF  510.  Ideally, 
if  written  by  a  paraprofessional ,  notes  are  reviewed  by  the  RN  prior  to  writing 
on  the  permanent  record.  However,  this  is  not  always  the  case. 

3.  How  much  charting  would  be  required,  and  by  whom?  This  begins  to 
address  the  redundancy  issues.  If  a  multidisciplined  note  is  to  eliminate  some 
of  the  overlap  of  notes,  must  a  cited  physician  concern  still  be  addressed  by 
the  nurse  if  there  is  not  additional  information  available?  The  opposite  point 
can  be  taken  as  well.  Will  the  nursing  notes,  often  more  detailed  and  charted 
with  greater  frequency,  supplant  the  need  for  a  daily  MD  note? 

REDUNDANCY  IN  CHARTING 

"Charting  needs  to  be  made  more  efficient.  Suits  and  evaluation 
for  QA  have  necessitated  complete  documentation  of  nursing  care. 

Since  it  is  necessary,  we  need  to  make  it  as  complete  and  yet  as 
easy  as  possible...."  FT  EUSTIS 

The  above  comment  really  sums  up  this  section.  Some  information  on  every  piece 
of  nursing  documentation  in  the  system  is  repeated  on  a  second,  third  or  even 
fourth  form.  Much  of  this  repeated  information  appears  in  the  nurse's  notes. 
Because  Army  regulations  do  not  preclude  repeated  data  (in  fact,  AR  40-407, 
para  2.8.C.,  cites  information  necessary  for  an  admission  note  which  duplicates 
that  appearing  on  the  DA  3888  and  3888-1)  often  the  nursing  personnel  find  they 
are  charting  "just  to  chart."  The  solution  to  the  redundancy  concern  is  seen 
to  tie  into  the  use  of  the  DA  Form  4677  and  4678.  If  performance  and 
evaluation  of  nursing  interventions  could  be  annotated  directly  on  sheets  where 
nursing  and  medication  orders  are  written,  it  was  felt  that  the  charting  in  a 
progress  note  would  be  decreased,  and  take  on  more  meaning.  Fifteen  facilities 
referred  to  a  form  containing  activities  of  daily  living  data.  The  MEDDAC  at 
Panama  provided  an  excellent  example  (Enel  1).  Jt  was  suggested  that  if 
actions  requiring  documentation  (i.e.,  those  occurring  within  the  normal  course 
of  hospitalization,  e.g.,  diet,  activity,  vital  sign  frequency,  etc.)  were 
briefly  annotated  on  such  a  data  fonn  the  nursing  note  might  reflect  only  a 
change,  persistent  information  or  an  "event"  which  required  elaboration;  it 
would  truly  become  a  problem  related  note. 

"...(there  is  a  problem  with  the  nurse's  notes) .. .Flow  of  documents 
is  impractical  and  time  consuming  given  current  constraints  of 
personnel .. .For  ease  of  user  and  total  patient  care  provided  refer¬ 
ence,  all  patient  information  should  be  in  one  location  rather  than 
the  present  minimum  of  two.  Activities  of  daily  living  should  be 
documented  in  check  list  form  by  the  provided,  i.e.,  91B.  SOAP 
problems  should  be  recorded  and  progress  notes  written  by  professional 
staff...."  FT  DEVENS 

"...use  the  nurses  notes  as  continuation  sheet  for  any 
documentation  which  cannot  be  included  on  the  activity 
flow  sheet...."  PANAMA 
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Similar  suggestions  were  made  for  charting  on  the  DA  4677  and  4678.  Several 

suggestions  were  made  to  add  a  code  symbol  to  reflect  evaluation  of  nursing 

intervention  on  these  forms: 

"The  code  would  be  as  follows:  '+'  Satisfactory/within  normal  limits; 

Unsatisfactory  (must  elaborate  in  the  nurses  notes);  'O'  Not 
observed/omitted  (must  comment  in  nurses  notes) _ "  WRAMC  (Enel  2) 

"A  system  is  needed  to  quickly  document  reaction  to  routine  medica¬ 
tions.  There  are  so  many  drugs  for  single  patients,  it  is  (a  waste) 
...of  time  and  resources  to  require  nurses  to  continuously  document 
repetitive  medication.  A  +  or  -  system  is  suggested. . .A  (+)  indicates 
the  medication,  if  given  for  pain,  pain  was  relieved;  if  given  for 
agitation,  the  patient  is  less  agitated.  A  (-)  indicates  the  given 
medication  did  not  achieve  the  results  for  which  it  was  given,  i.e., 
if  given  for  pain,  the  pain  was  not  relieved;  if  given  for  agitation 
the  patient  is  still  agitated.  This  can  be  used  for  all  controlled 
substances,  be  they  routine,  one  time,  or  PRN  orders.  It  can  be  used 
for  PRNs  other  than  controlled  substances  (i.e.,  MOM,  Mylanta).  When 
employed,  the  (-'s)  have  to  be  reflected  in  the  nursing  notes  SF  510, 
the  (+'s)  do  not...."  WRAMC 

The  above  would  begin  to  address  concerns  such  as: 

"...must  every  single  dose  of  regularly  scheduled  narcotics 
(e.g.,  for  terminal  cancer  patients  —  not  PRN  meds)  be 
charted  on  the  SF  510?  ...the  medication  is  signed  off  on 
the  sheet  for  each  dose  given...."  FT  HUACHUCA 

"...signing  TDs  to  indicate  that  an  order  has  been  carried 
out  is  presently  not  enough  documentation.  If  a  patient 
has  an  order  to  ambulate  and  the  patient  does  ambulate 
without  problems,  I  think  that  initialing  the  TO  without 
documenting  this  on  the  SF  510  is  sufficient.  I  think  that 
problems  noted  with  ambulation  should  be  documented.  This 
also  applies  to  nursing  orders  for  observing  post-op  dressing. 

If  the  dressing  is  dry  and  intact,  the  TDs  are  initialed  and 
this  same  information  is  presently  expected  in  the  nursing 
notes.  Again,  I  think  if  the  dressing  is  not  dry  and  intact, 
this  information  and  actions  taken  with  evaluation  should  be 
documented  on  SF  510... pain  medications  (PRN)  must  be  signed 
on  the  TO  and  in  the  nursing  notes  with  evaluation.  Again, 

I  think  with  SOAPIE  and  SOAPIER  charting  that  expected 
responses  need  not  be  documented  on  SF  510;  but  untoward 

reactions  or  no  relief,  etc.,  should  be  documented _ 

FT  EUSTIS 

Other  examples  of  redundancy  in  information  prompted  comments  such  as: 

"...if  we  have  to  have  a  discharge  form,  why  must  we  write  it 
(the  discharge  information)  on  the  care  plan  and  again  in  the 
nursing  note?  One  place  or  the  other,  please...!"  FT  EUSTIS 
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"...charting  every  shift  on  all  category  I  and  II  patients  is 
unreasonable,  especially  with  long  term  patients  experiencing 
no  significant  change  in  (their)  status. .. (this)  leads  to 
redundancy  and  meaningless  notes - "  FT  RILEY 

"...if  a  nursing  order  indicates  a  task  (to  be  performed)  ...and 
is  initialed  on  the  green  sheet  each  time  (it  is)  performed, 
does  this  constitute  a  nursing  note?  If  not... (there  is)  a  log 
of  redundancy  in  the  nurse's  notes...."  FT  EUSTIS 

Comments  regarding  a  charting  format  generally  reflect  a  confusion  as  to  what 
is  the  standard.  Neither  the  ANC  standards  of  nursing  practice  nor  AR  40-407 
specify  a  format.  JCAH  guidelines  indicate  that,  "...nursing  documentation 
should  address  the  patient's  needs,  problems,  capabilities,  and  limitations. 
Nursing  intervention  and  patient  response  must  be  noted...."  (P.  119  JCAH 
Manual,  1983.)  Beyond  this,  there  is  no  specification  as  to  how  to  reflect  the 
required  information.  Some  comments  include: 

"...is  SOAPIER  charting  mandated  for  all  charting?  If  so,  make 
standardized  guidelines  available...." 

"...what  kind  do  we  use:  SOAP/SOAPIER/SOAPIE/NARRATIVE. . .there 
is  a  need  for  the  Corps  to  address  (this) .. .mandate  something...." 

FT  BELVOIR 

"...if  it's  SOAP,  there  is  weakness.  When  a  patient  has  multiple 
problems,  nursing  tends  to  chart  only  one  problem...."  (This  was 
reiterated  in  six  responses.) 

"...dispense  with  narrative  nursing  notes  --  require  problem 
oriented  charting,  SOAPIER...."  WRAMC 

"Eliminate  the  expectation  that  an  RN  with  41  patients  should  write 
continuous,  detailed  notes  on  each  patient  with  a  SOAP  format  as  if 
he/she  were  doing  private  duty  and  observing  one  patient.  On  certain 
patients,  a  summarized  SOAP  could  be  utilized.  Individualized  nursing 
care  complicated  short  term  surgical  procedures,  i.e.,  herniorraphy, 
a  standardized  SOP  would  probably  suffice...."  FT  GORDON 

"...look  at  what  is  done  with  the  information,  how  it  is  used, 
identify  its  usefulness  and  whether  it  is  a  repetition  of  infor¬ 
mation  gained  elsewhere  by  others.  The  SOAPIER  format  and  the 
nursing  diagnoses  need  to  be  looked  at  long  and  hard  as  to  its 
usefulness  and  impact  on  nursing  care,  especially  in  the  form  of 
chronic  staffing  shortages.  The  question  is  whether  the  current 
format  is  useful  or  an  ivory  tower  dream  for  the  ideal  situation 
. . . . "  FORT  GORDON 
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NURSING  NOTES 

HUndHril  Korin  AtO 
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SF  511  Vital  Signs  Record 
Summary  Sheet 


There  were  many  comments  regarding  this  standard  form  most  of  which  reflected 
the  need  to  provide  additional  space  for  recording  a  summary  area  for  intake 
and  output.  Another  suggested  combining  two  parameters  sheets  (SF  511  and  DU 
Form  752)  to  develop  a  flowsheet  with  applicability  for  any  unit: 

"...There  is  a  problem  with  the  redundancy  in  the  charting 
of  patient  vital  parameters  (i.e.,  vital  signs,  intake  and 
output,  neuro  checks,  etc.) .. .Suggest  deleting  the  SF  511 
and  intake  and  output  form.  Develop  a  flowsheet  that  can  be 
utilized  on  any  nursing  unit  and  could  be  kept  as  part  of  the 
permanent  patient  record.  This  new  form  should  contain  areas 
for  vital  signs,  intake  and  output,  physical  assessment  of 
vital  parameters,  etc.,  regardless  of  the  change  adopted.  It 
is  felt  that  BP's  etc.  do  not  need  to  be  graphed,  a  task  which 
is  time  consuming  and  could  be  inaccurate...."  ISR 
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Flowsheets/Overprints 
Summary  Sheet 


The  pros  and  cons  of  more  forms  vs.  less  forms  were  voiced. 

PRO/MORE 

Numerous  responses  (N=15)  recommend  the  development  of  standardized  flowsheets 
for  specialty  areas,  and  some  routine  procedures: 


AREAS 

ICU 

ecu 

Post  Anesthesia  R.R 
Neonatal  ICU 


gBQCEDUBES 
VS  (post-op) 

Neuro  Checks 
Circulation  Checks 
CPR 


Common  responses  (n=15)  from  specialty  areas  emphasized  the  unsuitability  of 
current  forms  for  their  areas.  Recommend  overprint  assessment  forms  and 
history  be  developed  for: 

Pediatrics 


OB 

Psychiatry 

Request  local  approval  for  overprints  (n=6);  one  suggestion  was  for  a  "forum  or 
central  repository  for  all  forms  so  an  individual  MTF  could  call  upon  these 
resources  when  the  need  arose  and  avcid  duplication  of  effort." 

Several  responses  included  examples  of  flowsheets  and  overprints. 

Comments  from  four  MEDDACs  sup  up  the  above: 

"Specialty  areas  such  as  pediatrics,  nursery,  labor  and 
delivery,  and  psychiatry  often  don't  find  forms  suitable 
to  their  patient  populations.  Commonly  used  forms  must 
have  some  capability  or  flexibility  for  incorporating 
these  specialties.  Could  there  be  standard  specialty 
'version'  of  selected  forms  which  use  a  suffix  (e.g., 

3888A)  to  denote  the  specialty?  ...if  the  approach  to 
forms  for  specialties  is  to  leave  room  on  forms  for  over¬ 
prints,  the  approval  process  for  overprints  should  be 
streamlined.  Is  it  really  necessary  to  require  more  than 
local  approval  for  overprints?"  FT  CAMPBELL 

"In  order  to  meet  minimal  standards  in  patient  education 
and  documentation  requirements,  this  MEDDAC  maintains  46 
approved  overprinted  forms.  It  would  be  beneficial  if 
there  were  a  central  clearing  house  +hat  would  maintain 
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copies  of  all  the  overprinted  forms  and  would  publish  a 
list  of  available  forms.  Recommend  that  each  Department 
of  Nursing  be  given  the  authority  to  develop  and  approve 
any  overprinted  forms  they  feel  necessary  for  patient 
teaching  and  documentation  of  care"  FT  LEONARD  WOOD 

"Every  Army  Hospital  and  each  section  within  the  hospital 
has  developed  their  own  'checklist'  or  'flow  worksheets.' 

The  Army  needs  a  standard  flowsheet  to  be  a  part  of  the 
permanent  record  and  not  a  worksheet  to  be  thrown  out 
after  the  patient  is  discharged.  Special  areas  such  as 
MICU,  NICU,  SICU,  ecu  and  RR  need  their  own  special  flow¬ 
sheets,  but  forms  should  be  standard  in  all  hospitals.... 

An  additional  flexible  flowsheet  could  be  developed  for 
use  as  needed  such  as  neuro  checks,  frequent  vital  signs, 
circulation  checks,  or  make  DA  Form  3950  a  variable  flow¬ 
sheet  and  have  it  become  a  part  of  the  permanent  record." 

FT  MEADE 

"We  in  the  medical  field  (and  certainly  in  nursing)  are  a 
specialized  profession.  To  ask  that  one  or  a  dozen  forms 
...fit  the  needs  of  post-partum  or  orthopedics,  from  neuro¬ 
surgery  to  geriatrics,  etc.,  is  not  feasible.  I  believe 
the  time  has  come  to  fit  the  forms  to  the  need,  especially 
in  terms  of  assessment  and  planning.  Perhaps  an  overall 
general  format,  with  content  specific  to  the  area,  if  need 
be,  but  certainly  tailored  to  specific,  special  areas...." 

FT  RILEY 

"If  the  trend  is  to  do  more  with  less,  overprints  will 
continue  to  be  a  necessity.  I  feel  that  one  set  of 
information  or  forms  Army-wide  cannot  be  adapted  to 
every  set  of  circumstances  and  philosophies...."  FT  SILL 

CON/LESS 

Two  excerpts  succinctly  address  the  concern  of  the  opposing  point  of  view 

regarding  overprints: 

"The  proliferation  of  multiple  new  forms  to  improve  the 
documontation  has  generally  resulted  in  multiple  sites 
for  recording  the  same  data,  therefore,  increasing  the 
amount  of  documentation  required.  In  general,  the  pro¬ 
liferated  forms/overprints  are  not  completed  and  there¬ 
fore,  hamper  their  effectiveness  and  increases  liability 
as  these  forms,  once  approved,  become  our  accepted  level 
of  practice."  FT  BENNING 

"...the  forms  themselves  encourage  focus  upon  filling  in 
the  blanks  and  also  encourage  continued  proliferation 
of  even  more  DA  4700  overprints  in  the  mistaken  belief 
that  the  right  forms  will  perfect  nursing  documentation." 

FT  HUACHUCA 
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Miscellaneous  Comments 


Summary  Sheet 


The  majority  of  the  responses  acknowledge  an  awareness  that  the  basic 
components  of  the  nursing  process  (nursing  history  and  assessment,  problem 
list/nursing  diagnosis,  nursing  orders  and  documentation  of  the 
effect  of  the  intervention)  are  here  to  stay.  In  addition,  the  aspects 
of  assessing,  planning  and  implementing  are  crucial  to  the  way  we  as 
nurses  "do  business."  At  the  same  time,  terms  such  as  redundant, 
fragmented,  time  consuming,  cumbersome  and  complex  are  used  to  describe 
the  AMEDD  nursing  documentation  structure.  Some  representative 
comments  follow; 

"Standard  Forms  were  developed  at  a  time  when  unit  management 
programs  were  planned  for  WRAMC...the  administrative  support 
originally  planned  to  supplement  the  nurse's  time  spent  with 
these  inpatient  records  has  not  materialized  (and  probably 
never  will)...."  REDSTONE  ARSENAL 

"...overall  feelings  are  that  the  documentation  process  is 
satisfactory  in  present  for  it  provides  necessary  informa 
tion  for  the  nursing  assessment.  One  of  the  problems,  how¬ 
ever,  is  the  time  involved  in  starting  and  keeping  records 
current.  High  census  and  staff  turnover  make  it  very  stress¬ 
ful  W  nurses  to  keep  documentation  current,  adhering  to  the 
standards...."  WILLIAM  BEAUMONT 

"I  find  the  current  form  of  nursing  documentation  inadequate, 
cumbersome,  and  repetitious.  It  is  extremely  difficult  to 
assess,  plan  and  implement  written  documentation  on  patients 
since  this  requires  at  least  3  separate  forms. . .During  times 
of  manpower  shortage  this  crucial  form  of  the  nursing  process 
goes  undone  because  of  the  cumbersome  process  (also  time  con¬ 
suming)  of  noting  problems  and  outcomes  on  one  sheet,  inter 
ventions  on  another  form.  It  would  seem  the  old  adage  of  'to 
keep  it  simple'  has  certainly  gone  wanting  in  the  current  batch 
of  nursing  documentation  forms - "  FT  RILEY 

"The  following  list  of  problem  areas  concerning  inpatient  nursing 
documentation  is  provided  as  requested; 

1.  Duplication  of  information. 

a.  Admission  vital  signs  are  recorded  four  times. 

b.  Discharge  information  is  found  on  three  forms. 

c.  Admission  nursing  notes  are  written  twice. 

2.  Time  consumption  and  chance  for  error  by  transcripting 
all  orders. 
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3.  Time  needed  for  complete  documentation...."  FT  MEADE 

"(Give  us)  anything  (just)  to  prevent  repeating  (the)  same 
(information)  on  forms...!  "FT  DIX 
"I  think  that  there  are  too  many  forms  in  use  today  on 
the  wards.  Studies  should  be  made  to  determine  if  we 
are  too  busy  repeating  ourselves  in  documenting  care, 
treatments,  medications,  and  patient  teaching.  Possi¬ 
bly  some  of  these  forms  can  be  eliminated  or  consoli¬ 
dated  to  afford  us  more  time  to  spend  with  our  patients 
rendering  care  for  them.  Documentation  of  care  given 
is  very  important. . .but  we  don't  need  to  continue  to 
repeat  ourselves...."  FT  DIX 

"The  standards  of  Nursing  Practice  as  developed  are  a 
viable  part  of  professional  practice.  The  scope  of  the 
standards  are  comprehensive  and... will  fulfill  the 
profession's  obligation  to  assess,  provide,  evaluate 
and  improve  nursing  practice.  The  current  forms  (DA 
Form  3888,  3888-1,  4677/78)  are  exceptional  tools  and 
with  the  suggested  revisions  will  continue  to  improve 
the  professional  nurse's  accountability  and  responsi¬ 
bility  for  nursing  practice.  The  utilization  of  the 
progress  notes  for  multi-disciplinary  documentation 
along  with  the  reduction  of  overprints/specialty  forms 
will  reduce  our  duplication  of  effort  and  improve  our 
utilization  of  DA  Forms...."  FT  BENNING 

"Present  documentation  required  is  seen  as  necessary 
for  'legality'  but  also  seen  as  taking  the  nurse  away 
from  the  patient  to  perform  large  scale  documentation 
...the  past  system  of  documentation  was  favored  over 
the  present  because  it  left  more  time  for  patient 
care...."  WEST  POINT 

"Our  concerns  about  current  nursing  documentation  include: 

1.  The  fact  that  data  related  to  individual  patients 
is  fragmented  and  never  conveniently  available  as 
a  whole  until  after  discharge. 

2.  The  problem  that  no  physician  can  ever  know  with 
any  degree  of  certainty  which  of  his  many  doctor's 
orders  the  nursing  personnel  consider  to  remain 

in  effect.  There  is  no  written  resource  likely  to 
be  utilized  by  the  physician  to  successfully  deter¬ 
mine  the  total  current  regime  being  practiced  upon 
his  patient...."  FT  HUACHUCA 

"...the  survey  (one  conducted  by  the  NETs  personnel  at  this 
facility)  does  suggest  a  degree  of  frustration  in  documenting 
the  care  given  and  the  duplication  of  that  care.  There  is  a 
shift  in  attitude  relative  to  view  of  self  knowledge  possessed 
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to  use  the  nursing  process  and  that  on  which  such  knowledge 
is  documented.  The  views  tend  to  be  divergent  and  suggest  that 
the  forms  given  do  not  fit,  i.e.,  the  form  dictates  what  should 
be  done  rather  than  thoughtful  analysis  utilizing  the  nursing 
process.  To  the  extent  these  are  out  of  alignment,  then 
frustration  increases.  A  degree  of  complexity  exists  about 
documenting  patient  care  which  conflicts  with  the  demands  of 
the  work  situation.  There  is  no  sense  of  'do  not  document' 
at  all.  Rather,  there  is  a  sense  of  'simplify  the  system'  so 
that  it  fits...."  FT  GORDON 

"In  response  to  the  question  'If  I  had  the  power  to  change 
the  entire  inpatient  nursing  documentation  process,  the  thing 
I  would  dfl  first  would  ijfi  t2***The  principle  concerns  are  that 
the  current  system  supports  duplication  for  no  purposes  other 
than  the  form  dictates  that  something  needs  to  be  written 
about  (case  given)  in  more  than  one  place  --  not  that  something 
does  need  to  be  written  about  or  noted  in  more  than  one  place. 
Related  with  this  is  a  notion  that  one  form  be  used  for  writing 
about  patient  care.  There  is  also  a  sense  that  given  diagnosis 
or  problems  ought  to  exist  in  a  pre-printed  format  so  that  if 
the  professional  doing  assessment  recognizes  the  need  to  make 
it  visible  that  this  ought  not  to  require  writing  it  out,  but 
retrieving  it.  Documentation  ought  to  exist  to  reflect  that 
outcome  of  an  internal  thinking  process,  not  to  take  an  internal 
process  about  what  the  patient  needs  and  make  it  external...." 

FT  GORDON  (Incl  1  notes  the  response  priority.) 

Concern  for  the  readiness  mission  of  an  ANC  Officer  and  the  problem  of 
possibly  encountering  a  completely  different  set  of  records  in  a  TOE 
environment  were  expressed  by  such  statements  as: 

"Why  have  a  records  system  that  will  not  be  used  in  the 
field...?"  FT  RILEY 

"Redesign  should  include  applicability  in  the  f-ield 
environment...."  FT  CAMPBELL 

Finally,  from  the  educators'  viewpoint,  our  process  of  implementing 
change  and  disseminating  work  of  new  requirements  must  be  improved.  In 
addition,  a  "from  the  top  down"  emphasis  is  critical  for  the  success  of 
any  program; 

"...General  recommendations  for  nursing  care  plans  and  nursing 
documentation; 

1.  Develop  teaching  programs  on  nursing  care  planning  (nursing 
process),  and  nursing  documentation.  The  learning  process 
must  begin  with  the  top  executive  and  filter  down  to  the 
lowest  level  that  utilize  the  tools  for  direct  patient  care. 
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2.  Establish  a  viable  nursing  audit/peer  review  system  that 
requires  participation  of  all  the  professional  staff. 

Each  professional  nurse  will  assess  compliance  to  establish 
standards  on  a  minimum  of  one  clinical  record  every  month. 
This  standards  of  nursing  practice  must  be  included  in  the 
performance  standards  of  all  professional  personnel. 
Teaching/learning  needs  must  then  be  met  through  on-going 
education  programs...."  FT  BENNING 


"During  my  last  three  years  as  a  nurse  educator,  I  worked  very 
hard,  long  hours  teaching  the  appropriate  use  of  our  documenta¬ 
tion  system.  During  that  time,  several  items,  which  will  come 
as  no  surprise,  came  to  mind:  the  nursing  process  is  documented 
in  four  or  five  separate  areas,  repetition  is  the  rule  and  not 
the  exception,  and  no  two  places  within  the  Army  System  use  the 
forms  in  anything  resembling  a  similar  manner... A  full  commit¬ 
ment  to  the  use  of  the  nursing  process,  nursing  diagnosis,  and 
nursing  orders  will  be  an  absolute  necessity  in  the  future. 

Once  commitment  is  made,  nursing  process  must  be  documented 
easily  and  concisely  in  as  few  places  as  possible.  This  suggests 
using  DA  4677/78  and  Problem  Oriented  Nursing  Record  documenta¬ 
tion...!  believe  increased  emphasis  must  be  placed  on  teaching 
nursing  diagnosis  in  the  basic  orientation  course  as  well  as 
the  nursing  portion  of  the  advanced  course.  Until  such  time 
as  the  Corps  has  a  commitment  to  documenting  nursing  care 
in  addition  to  the  medical  orders  we  follow,  we  will  continue 
to  experience  gross  difficulty  validating  what  we  do  that  is 
special  and  unique...."  FRANKFURT 

"...(all)  will  be  to  no  avail  if  we  do  not  change  our  methods 
of  implementing  change.  I  cannot  recommend  strongly  enough 
the  need  to  teach  the  teachers  before  they  are  expected  to 
interpret  regulations  and  sketchy  guidance.  Emphasis  must 
be  placed  on  bringing  as  many  NETs  personnel  together  as 
possible  to  learn  the  'ideal'  method.  One  alternative  is  to 
bring  all  MEDDAC  NETs  people  together  and  then  have  them 
teach  staff  at  their  regional  MEDDACs.  Do  not  send  them  the 
information  with  no  lesson  outlines,  guidance,  or  standardized 
approach...."  FRANKFURT 
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APPENDIX  A:  If  I  had  the  power  to  change  the  entire  inpatient  nursing 
documentation  process,  ilig  thing  I  would  ^  first  would  be  to: 

Of  the  total  100  responses,  78  (78  per  cent)  of  the  population 
elected  to  write  some  answer  to  this  fill-in  item.  Their  answers  were 
sometimes  brief  and  sometimes  long,  but  they  frequently  gave  more  than 
one  answer.  Their  answers  —  96  —  are  noted  below.  The  principle 
concerns  are  that  the  current  system  supports  duplication  for  no 
purpose  other  than  the  form  dictates  that  something  needs  to  be  written 
about  in  more  than  one  place  —  not  that  something  does  need  to  be 
written  about  or  noted  in  more  than  one  place.  Related  with  this  is  a 
notion  that  one  form  be  used  for  writing  about  patient  care.  There  is 
also  a  sense  that  given  diagnosis  or  problems  ought  to  exist  in  a  pre¬ 
printed  format  so  that  if  the  professional  doing  the  assessment 
recognizes  the  need  to  make  it  visible  that  this  ought  not  to  require 
writing  it  out,  but  retrieving  it.  Documentation  ought  to  exist  to 
reflect  the  outcome  of  an  internal  thinking  process  not  to  take  an 
internal  process  about  what  the  patient  needs  and  make  it  external. 
Summary  of  this  fill-in: 


Excessive  documentation  of  PRN  Meds  4 

Eliminate  green  sheet  5 

Eliminate  white  sheet  5 

Computerize  it  7 

Everyone  use  509  11 

Pre-printed  NCP  that  could  be  individualized  4 

Eliminate  physical  assessment  3 

Use  of  flowsheet  5 

Delete  requirement  for  NCP  on  all  patients  2 

Go  back  to  Cardex  2 

Just  use  a  problem  list  (without  need  to 
document  everything  that  "proves"  the 
existence  of  a  problem)  4 

Use  narrative  notes  4 

Adequate  staffing  3 

Eliminate  duplication  18 

Use  POMR  Format  6 

Redesign  3888  to  combine  admission  and 

assessment  form  7 

Have  patient  check  OFF  comprehensive  sheet 

of  problem  areas  1 

Master  problem  list  2 

Eliminate  nursing  care  plan  3 


C-74 


APPENDIX  D 
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CNR  STUDY  WORKING  GROUP 


Office  of  iii£  Inspector  General ■  Headquarters.  U.S.  Army  Health 
Sjervicq?  Coimnand 

LTC  Beverly  Greenly,  AN,  Inspector 
MAJ  Betty  Ball,  AN,  Inspector 


Mursing  Diylsion.  Hg.d.dquar.ter.ii.  U.^L.  Army  Health  Services  Command 
LTC  Terris  Kenne'^y,  AN,  Staff  Officer 


Nursing  Science  DiY.ijjon..  Army  Acadgmy  af  Health  Sciences 
MAJ  William  Spring,  AN,  Inspector 


Brooke  Army  Medical  Center.  For  Sam  Houston,  Texas 

MAJ  Joanne  Burton,  AN,  Clinical  Head  Nurse,  Psychiatry 
MAJ  Shelby  Christian,  AN,  Clinical  Head  Nurse,  OB/GYN 
MAJ  Melissa  Opio,  AN,  Clinical  Head  Nurse,  Pediatrics 
CPT  Carolyn  Adkins,  AN,  Quality  Assurance  Nurse  Coordinator 
CPT  Thomas  Flash,  AN,  Clinical  Staff  Nurse,  Medical/Surgical 
CPT  Brenda  Mygrant,  AN,  Clinical  Staff  Nurse,  Intensive  Care 
ILT  Gayle  Dasher,  AN,  Clinical  Staff  Nurse,  Medical/Surgical 


D-2 


CNR  Study  Advisors 


Headquarters .  U.S.  Army  HSdltil  SfirYiCfii  Command 

Clinical  Services 
Judge  Advocate  General 
Patient  Administration 
Publications  Directorate 


Any  Academy  fif  Health  Sqjejice? 
Unit  Training  Division 


Headquarters.  Department  of  the  Army .  Office  of  thg  Surgeon  General 

Clinical  Policy  Division 
Publications  Directorate 


I 


t 


HSHN-H 


DEPARTMENT  OF  THE  ARMY 

US  ARMY  HEALTH  CARE  STUDIES  AND  CLINICAL  INVESTIGATION  ACTIVITY 
FORT  SAM  HOUSTON,  TEXAS  78234 


MAY  2  5  1984 


SUBJECT:  Clinical  Nursing  Records  Study 


Commander 

Silas  B.  Hays  US  Army  Community  Hospital 
Fort  Ord,  CA  93941 


1.  In  recent  years,  much  controversy  has  surfaced  regarding  all  nursing  docu¬ 
mentation  in  US  Army  Treatment  Facilities.  General  dissatisfaction  with  current 
documentation  procedures  has  been  verbalized  within  the  Army  Nurse  Corps.  The 
volume  of  requests  for  exception  to  policy  and  requests  for  overprints  have 
demonstrated  the  magnitude  of  this  concern.  Pursuant  to  TSG  FY  84  Army  Medical 
Department  Study  Program,  under  AR  5-5,  the  Clinical  Nursing  Records  Study  will 
examine  all  inpatient  nursing  documentation  required  by  the  Army  and  the  JCAH. 
The  study  proposes  to  determine  inpatient  nursing  documentation  needs  and  to 
field  test  the  revised  forms. 

2.  In  order  to  insure  validity  of  alternative  documentation  methods,  it  will  be 
necessary  to  study  facilities  of  various  sizes  and  population  served.  Several 
MTFs  are  being  contacted.  Eight  sites  will  be  selected  for  final  testing. 
Because  of  the  size  and  locale  of  Silas  B.  Hays  US  Army  Community  Hospital,  it 
has  been  recommended  by  HQ,  HSC  as  one  of  the  possible  sites  for  data 

col  lection. 

3.  The  study  will  entail  a  complete  test  of  nursing  documentation  by  removing 
selected  DA  and  Standard  Forms  from  facilities  for  a  90  day  period,  and  sub¬ 
stituting  DA  test  forms.  Audits  of  clinical  records  and  the  distribution  of  pre 
and  post  intervention  satisfaction  questionnaires  will  be  integral  parts  of  the 
study.  A  project  officer  within  the  Department  of  Nursing  will  be  appointed  to 
coordinate  efforts  at  Silas  B.  Hays.  This  officer  will  be  funded  to  come  to 
Fort  Sam  Houston  for  one  week  of  training,  once  test  forms  are  approved. 

4.  Details  of  the  study  have  been  discussed  with  your  Chief  Nurse  who  has 
expressed  interest  in  supporting  this  study.  Definitive  timetables  are  pending 
approval  of  test  forms;  however,  local  training  would  be  coordinated  by  the 
project  officer  prior  to  actual  data  collection. 

5.  BG  Connie  Slewitzke,  Chief,  Army  Nurse  Corps,  considers  this  study  to  be  of 
high  priority  for  the  ANC.  The  proponent  agency  for  the  study  is  the  US  Army 
Health  Care  Studies  and  Clinical  Investigation  Activity.  Colonel  Marian  Walls, 
ANC  (HQ,  HSC)  is  the  Study  Director.  MAO  Martha  Bell,  ANC  (HCSCIA)  is  the 
Principal  Investigator  and  may  be  reached  at  AUTOVON  471-4880/  4649  for  further 
questions.  LTC  Terry  R.  Misener,  ANC  (HCSCIA),  is  Co-Investigator  and  may  be 
reached  at  the  same  numbers  if  MAJ  Bell  is  unavailable. 
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■ '  Y  2  5  1984 

HSHN-H 

SUBJECT:  Clinical  Nursing  Records  Study 

6.  We  would  appreciate  receiving  your  cooperation  and  command  support  for 
this  high  priority  study.  A  timely  response  granting  willingness  to  parti¬ 
cipate  would  be  appreciated  to  formalize  study  plans.  Final  site  selection 
will  be  communicated  from  this  office. 

FRED  A.  CECERE 
LTC,  MC 
Commanding 


HSXT-DN  (25  May  84)  1st  Ind 

SUBJECT:  Clinical  Nursing  Records  Study 

Headquarters,  US  Army  Medical  Department J\ctivity  (MEDDAC)  Fort  Ord, 

Fort  Ord,  California  93941  1  5  JUN  1984 

TO:  Commander,  US  Army  Health  Care  Studies  and  Clinical  Investigation 
Activity,  ATTN:  HSHN-H,  Ft  Sam  Houston,  Texas  78234 

1.  Reference  letter  dated  25  May  1984,  subject  as  above. 

2.  Silas  B.  Hays  Army  Community  Hospital  supports  Army  research  efforts. 
If  selected  as  a  data  collection  site  for  the  Clinical  Nursing  Records 
Study,  the  research  team  will  receive  command  support  and  full  cooperation 
from  the  MEDDAC, 
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REQUESTED  FACILITY  INFORMATION 


DEPARTMENT  OF  THE  ARMY 

US  ARMY  HEALTH  CARE  STUDIES  AND  CLINICAL  INVESTIGATION  ACTIVITY 
Fort  Sam  Houston,  Texas  78234 


Clinical  Nursing  Records  Study 
Pre-side  Selection  Information 

SITE; 


PROJECT  OFFICER:  (AUTOVON) : 

CHIEF  NURSE:  (AUTOVON): 

PRESENT  BED  CAPACITY:  _ 

CLINICAL  NURSING  UNITS  (name,  specialty  &  size,  e.q. 
medicine,  20  beds")  ^ 


"Ward  lA,  female 


APPROXIMATE  NUMBER  OF  HOSPITAL  DISCHARGES  PER  MONTH: 


APPROXIMATE  MONTHLY  USAGE  OF: 
DA  Form  3888 

3888-1  _ 

4256  _ 

4677  _ 

4678 


Standard  Form  509 
510 


4700 


INFORMATION:  What  is  the  mechanism  used  at  your  facility  for 

Pil  <<'>«  them;  how  often;  integrated 

committees,  etc.)  Please  enclose  copies  of  forms. 


ARE  ALL  INPATIENT  UNITS  ON  "UNIT  DOSE?" 
IF  NO,  which  ones  are  NOT? 
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NURSING  EDUCATION  AND  TRAINING  SERVICE:  Describe  resources  (e.g.,  Is 
Chief,  NETS  "dual  hatted";  capabilities  to  support  DON  wide  education 
secretarial  support,  etc.) 


SECRETARIAL  RESOURCES  AVAILABLE  TO  PROJECT  OFFICER: 


MISCELLANEOUS  REMARKS: 


Please  attach  copies  of  any  modifications  of  DA  Forms  (DA  approved  or 
used  by  nursing  units  at  your  facility.  Include  a  cover  sheet  in  the 
format  listing  all  overprinted  forms: 


CimiCAL  AE£A  MEDDAC/MEDCEN#  OVERPRINT  ON  TITLE  DAT_£B 


the 

program; 


NOT!) 

following 
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Findings  Phase  II 

CNR  Study  Test  Forms  and  Guidelines 
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MEDICAL  RECORD  -  NURSING  HISTORY  AND  ASSESSMENT 

For  use  of  this  form,  see  HQDA  Letter  40-85-4;  the  proponent  agency  Is  the  Office  of  The  r>urgeon  General. 


Date  and  Tin>e  of  Admission 


YES  NO 


Pitient's  own  words  when  possible 


1.  Tell  me  whet  you  know  ebout  your  lllnets/lniury/ 
hospitelizetion. 


2.  Oo  you  have  any  other  health  problems? 


3.  Have  you  been  hospitalized  before?  If  so,  whan  and  for 


4.  What  medicetions  have  you  bean  taking?  (to  include 
prescription  and  over-the-counter  drugs)  For  how  long? 


5.  Are  you  allergic  to  anvthlno?  If  to,  what?  What 
reaction? 


6.  Oo  you  have  any  special  needs  that  require  auistance 
with  dally  activities?  (e.g  diat,  eating,  bathing, 
alimination,.  ambulating,  sleeping;  aides  or  prosthetic 


What  other  concerns  do  you  have? 


8.  How  can  we  be  most  helpful? 


Name  of  Local  Contact/NOK 


Intsrviswer't  Signature,  Rank  &  T  itle 


PERSONAL  ARTICLES  AND  VALUABLES 

(Indicate  disposition  of  each  item  by  Initials) 


DA  FORM  3888-2  (Test),  Aug  85 


(Continue  on  reverse) 


MEDICAL  RECORD-NURSING  HISTORY  AND  ASSESSMENT 


ADDITIONAL  ASSESSMENT  DATA 


Typed  or  Printed  Name  of  RN 


Signature  of  RN  and  Date /Time 


ASSESSMENT  CATEGORIES; 

1 .  Growth  and  Development 

2.  Neurological 

a)  Orientation 

b)  Level  oi  Consciousness;  alert,  drowsy, 
lethargic,  comatose;  Responses:  to 
verbaland  painful  stimuli;  Ability  to 
follow  commands;  Reflexes 

c)  Describe  abnormalities 

3.  Eyes,  Ears,  Nose,  and  Throat 

a)  Eyes:  Pupils,  vision 

b)  Ears:  Hearing,  drainage 

c)  Nose:  Rhinorrhea,  nasal  surgery/trauma 

d)  Throat:  Sore,  difficulty  swallowing, 
appearance  on  Inspeo'lon,  lymph  nodes 

e)  Describe  abnormalities 

4.  Cardiovascular 

a)  Skin:  Color,  temp,  turgor,  moisture 

b)  Peripheral  Circulation:  Pulses,  edema, 
extremities 


Reverse  of  DA  Form  3888  2  (Test),  Aug  85 


c)  I  Vs:  Cuntents  of  bottle  hanging, 
bottle  number,  condition  of  site 

d)  Pain:  Location,  radiation,  duration, 
type,  relief 

e)  Intrathoracic  tubes  and/or  dressings 

5.  Pulmonary 

a)  Respirations:  Rate,  regularity,  effec¬ 
tiveness,  depth,  use  of  accessory  muscles, 
nocturnal/expernal  dyspnea.  Chest 
movement  associated  with  respirations 

b)  Breath  sounds:  Clear  to  auscultation. 
Rales,  Rhonchi,  Wheezes,  etc. 

c)  Oxygen:  Percent  given,  llters/mln,  method 
of  administration,  continuous  or  PRN 

d)  Cough,  sputum,  suctioning 

6.  Gastrointestinal 

a)  Abdominal:  Auscultation  (bowel  sounds 
present),  palpitation,  abdominal  girth 
measurement  (If  applicable) 

b)  Dressings  and/or  drains 


7.  Genitourinary 

a)  Urination:  Continency,  pattern  change 

b)  Female:  Vaginal  discharge,  LMP,  last  PAP 
smear  (If  applicable),  etc. 

c)  Male:  Abnormal  discharge,  swelling,  pain 

8.  Integumentary 

a)  Lesions,  pressure  points,  contractures 

b)  Color,  moisture,  edema,  turgor,  change  in 
pigmentation 

9.  Musculoskeletal 

a)  Movement:  Purposeful/Mon-purposeful, 
ROM,  muscle  strength,  level  of  usual 
activity 

b)  Foot  care  (as  applicable),  TED  hose 

10.  Psycho-Social 

a)  Adjustment  to  hospitalization  and 
Illness,  manner,  mood,  behavior, 
relation  to  persons  around  them 

REFERENCE:  DA  Pam  40- 5 

AMEDD  Stds  of  Nursing  Practice 


MEDICAL  RECORD -NURSING  HISTORY  AND  ASSESSMEIYT  (continued) 

For  use  of  this  form,  see  HQDA  Letter  40-85-4;  the  proponent  agency  is  the  Office  of  The  Surgeon  General. 

ADDITIONAL  ASSESSMENT  DATA 


(Continue  on  reverse  side) 

PATIENT  IDENTIFICATION 
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MEDICAL  RECORD -NURSING  HISTORY  AND  ASSESSMENT  (continued) 

For  usa  of  tbit  form,  tee  HQDA  Letter  40-85-4;  the  prooonent  agency  is  the  Office  of  The  Surgeon  Generai. 


APDITIONAL  ASSESSMENT  DATA 

s-a 


MEDICAL  RECORD  -  NURSING  CARE  PLAN 
For  use  of  this  form,  see  HQDA  Letter  40-85-4;  the  proponent  egoncy  is  the  Office  of  The  Surgeon  General. 

INSTRUCTIONS:  Number  and  initial  each  recording. 


PATIENT  IDENTIFICATION;.  (CONTINUE  ON  REVERSE) 
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MEDICAL  RECORD  -  NURSING  CARE  PLAN  (CONTINUED) 


INSTRUCTIONS:  Numbtr  and  Initial  aach  racording. 


1-3 


Date 

Identified 


Problems 


Expected  Outcomes  (Goals) 


Date 

Accomplished 


Discharge  Considerations: 


NURSING  DIAGNOSTIC  CATEGORY  GUIDELINES: 

HEALTH  PERCEPT  IQN-MANAGEMErn- PATTERN:  ACTIVITY-EXERCISE  PATTERN; 


Health  Management  Deficit,  Total 
Health  Management  Deficit  (Specify) 

Infection,  Potential  for 
PhyMcal  Injury,  Potential  for 
Noncompllance  (Specify) 

Noncompllance,  Potential  (Specify) 

Poisoning,  Potential  for 
Suffocation,  Potential  for 

NUTRITIONAL-METABOLIC  PATTERN: 

Decubitus  Ulcer 

Fluid  Volume  Deficit,  Potential 

Fluid  Volume  Deficit,  (AetuaDd) 

Fluid  Volume  Deficit,  (Actualj(2) 

Nutrition,  Alteration  In:  Potential  for  Mora 
Than  Body  Requirements,  or  Potential 
Obesity;  Mora  Than  Body  Requirements, 
or  Exogenous  Obesity;  Less  Than  Body 
Requirements,  or  Nutritional  Deficit  (Specify) 
Skin  integrity.  Potential  Impairment  of, 
or  Potential  Skin  Braakdown 
Skin  Integrity,  Impaired 


ELIMINATION  PATTERN; 

Alteration  In  Bowel  Elimination:  Constipation 
or  Intermittent  Constipation  Pattern 
Alteration  In  Bowel  Elimination:  Diarrhea 
Alteration  In  Bowel  Elimination:  incontinence 
or  Bowel  Incontinence 
Urinary  Elimination  Pattern,  Altered 
Urinary  Elimination,  impairment  of:  incontinence 
Urinary  Ellmlnatlor,  impairment,  of:  Retention 
Stress  Incontinence 


Activity  Tolerance,  Decreased  (Specify  Level) 

Airway  Clearance,  Ineffective 

Breathing  Pattern,  ineffective 

Cardiac  Output,  Alteration  in:  Decreased 

DIverslonal  Activity  Deficit 

Gat  Exchange,  impaired 

Home  Maintenance  Management,  Impaired  (Mild, 
Moderate,  Severe,  Potential,  Chronic) 

Joint  Contractures,  Potential 
Mobility,  impaired  Physical  (Specify  Level) 
Self-care  Deficit,  Total  (Specify  Level) 
Seif-Bathlng-Hyglene  Deficit  (Specify  Level) 
Tissue  Perfusion,  Chronic  Alteration  In 
-CQQNITIVE-PERCEPTUA^  PATTERN; 

Cognitive  Impairment,  Potential 
Comfort,  Alteration  In:  Pain 
Pain  Self-Management  Deficit 
Knowledge  Deficit  (Specify) 

Sensory  Deficit  (Specify),  Uncompensated 
Sensory-Perceptual  Alterations:  input 
Excess  or  Sensory  Overload 
Short-Term  Memory  Deficit,  Uncompensated 
Thought  Processes,  impaired 

SLEEP-REST  PATTERN: 

Sleep-Pattern  Disturbance 

SELF-PERCEPTIPN-SELF-CONCEPT  PATTERN; 

Anticipatory- Anxiety  (Mild,  Moderate,  Severe) 
Anxiety,  Mild 
Anxiety,  Moderate 
Anxiety,  Severe  (Panic) 

Body  Image  Disturbance 


Depression,  Reactive  (Situational) 

Fear  (Specify  Focus) 

Personal  Identity  Confusion 
Self  Esteem  Disturbance 
BPLEiRELATIPNSHIP  PATTEBNi. 
Grieving,  Anticipatory 
Grieving,  Dysfunctional 
fndependenoe-Dependenca  Conflict, 
Unresolved 

Parenting,  Alteration  In 
Parenting,  Potential  Alteration  In 
Social  Isolation 
Socialization,  Alterations  In 
Translocation  Syndrome 
Verbal  Communication,  Impaired 
Violence,  Potential  for 
SEXUALlTX-RERRQg-UCXiy-E-PATJEBN; 
Rape  Trauma  Syndrome 
Rape  Trauma  Syndrome: 

Rape  Trauma  Syndrome: 
sexual  Dysfunction 
COPING-STRESS  TOLERANCE  PATTERN; 

Coping,  Family:  Potential  for  Growth 
Coping,  Ineffective  Family:  Disabling 
Coping,  Ineffective  Family:  Compromised 
Coping,  Ineffective  (Individual) 
VALUE-BELIEF  PAT  TEBtitl- 
'  Spiritual  Distress  (Distress  of  Human  Spirit) 
REFERENCE: 

Manual  of  Nursing  OlunotlL  19.81 
Marjory  Gordon,  McGraw  Hill  Pub.  Co. 
Reprinted  by  permission  of  McGraw  Hill. 


Compound  Reaction 
Silent  Reaction 
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Dale/Time: 


I.  ACTIVITY: 


Discharge  to:  □  Home  Other  (Specify) 

Accompanied  by: 

Mode:  □  Ambulatory  Other  (Specify) 

□  No  Restrictions 


Limitations  (Specify). 


_ Patient  and/or  Significant  Other  (S.O.)  communicates  Knowledge  and  understanding  of  activity  limitations. 


DIET  □  No  Dietaiy  Restrictions  If  special,  identify _ 

_  Patient/S.O.  communicates  understanding  of  dietary  restrictions. 


MEDICATIONS:  □  No  Medication  Required 


Name  of  Medication 


Frequency  of  Medication 


Special  Instructions 


- Patient  and/or  Significant  Other  (S.O.)  communicates  knowledge  and  understanding  of  name,  dosage,  frequency  and  special  instructions 


IV.  TREATMENTS/CARE: 


Instructions  Given' 


Patient/S.O  Observed 
Demonstration  (Date) 


Patient/SO.  Returned 
Demonstration  (Date) 


Equipment/Supplies  (Specify) 

V  FOLLOWUP:  Ynii  should  he  seen  in 

clinic  in 

(time  period). 

Emergency  Room . 


Central  Appointment. 


□  No  appointment  needed 


□  An  appointment  is  to  be  made  by  the  patient  at _ 


□  An  appointment  has  been  made  at _ clinic  on  . 


□  Referral  Initiated 


■ .  Patient/S.O.  communicates  understanding  of  followup  instructions. 


VI.  PATIENT’S  CONDITION  (Health  Status  relative  to  Nursing  Care  Plan): _ 


Signature  (Registered  Nurse) 


Patient  Identification: 


DA  FORM  3888-5  (Test),  Aug  85 


COPY  1  -  INPATIEhJT  RECORD  COPY 


'S*K^»V  ,t 
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CLINICAL  RECORD  -  DOCTOR'S  ORDERS  FOR  MEDICATIONS 

For  un  of  this  form,  sea  HQDA  LTR  40-85-4;  the  proponent  agency  is  the  Office  of  The  Surgeon  General 


The  doctor  shall  record  date^  fime,  and  sign  each  set  of  orders.  If  prohlem-oriented  medical  record 
system  indicate  problem  number.  i 

MEDICATIONS  ONLY 

INITIALS 

PATIENT  IDENTIFICATION 

DATE  OF  ORDER  TIME  OF  ORDER 

HOURS 

Time  Noted 
and 

Transcribed 

Tima  Single 

Order  Done 

NURSING  UNIT 

ROOM  NO. 

L . 

BED  NO. 

PATIENT  IDENTIFICATION 

DATE  OF  ORDER  TIME  OF  ORDER 

HOURS 

Time  Noted 
and 

Transcribed 

Time  Single 

Order  Done 

NURSING  UNIT 

ROOM  NO. 

BED  NO. 

PATIENT  IDENTIFICATION 

DATE  OF  ORDER  TIME  OF  ORDER 

HOURS 

Time  Noted 
and 

Transcribed 

Time  Single 

Order  Done 

NURSING  UNIT 

ROOM  NO. 

BED  NO. 

PATIENT  IDENTIFICATION 

DATE  OF  ORDER  TIME  OF  ORDER 

HOURS 

Time  Noted 
and 

Transcribed 

Time  Single 

Order  Done 

NURSING  UNIT 

ROOM  NO. 

BED  NO. 

DA  FORM  4256-1  (TEST),  AUG  86  EDITION  OF  UUL  77  is  OBSOLETE.  COPY  1  -  INPATIENT 


CLINICAL  RECORD  •  DOCTOR'S  ORDERS  FOR  NON  MEDICATIONS 

_  For  lifi 'of'thit  fortn,  •••  HQDA  LTR  40-85^;  tho  proponont  agoticy  is  ths  Offic*  of  Th*  Surgoon  Gorraral 


The  doctor  shall  ret.c'^d  date,  time,  and  sign  each  set  of  orders.  If  problem-oriented  medical  record 
system  indicate  problem  number, 

NON-MEDICATIONS  ONLY 


DATE  OF  ORDER 


TIME  OF  ORDER 
_ HOURS 


NURSING  UNIT 


Tim*  NoMd  Tim*  Singl* 
*nd 

Tr*nicrlb*d  Ord*r  Don* 


Tim*  Noted  Tim*  Singl* 
and 

Transcribed  Order  Don* 


DATE  OF  ORDER 

TIME  OF  ORDER 

Time  Noted 

Time  Single 

HOURS 

and 

Transcribed 

Order  Done 

NURSING  UNIT 


DA  FORM  428»2  (TESrn  AUG  85 


EDITION  OF  1JUL  77  IS  OBSOLETE. 
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COPY1  -  INPATIENT 


USE  BALLPOINT  PEN  -  PRESS  FIRMLY  -  NO  CARBON  REQUIRED 


Verify  By  IhUiating 

ORDER  CLERK/ 
DATE  NURSE 


THERAPEUTIC  DOCUMENTATION  CARE  PLAN  ('NOJVAfBD/CAr/OAr; 

For  ute  of  thit  form;  see  HQDA  Letter  40-86-4;  the  proponent  agency  l>  the  Office  of  The  Surgeon  General. 

SINGLE  ACTIONS,  DELAYED  ORDERS 

TO  BE  DONE 

COMPLETED 

CODES; 

Initials  only 
Initials  and  + 
Initials  and  0 


Indicates  completion  of  order 
Satisfactory /within  normal  limits 
Unsa  tisfactory/N oto  bserved/Om  itted* 


DA  FORM  4677-1  (TEST),  Aiig  85 


*  See  Nurse's  note  on  SF  609 
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CLINICAL  RECORD 


Verify  by  Initialing 

ORDER  CLERK/ 
DATE  NURSE 


THERAPEUTIC  DOCUMENTATION  CARE  PLAN 

(NONMEOICATION) 


INITIAL  PROPER  COL  UMN  FOLLOWING  COMPLETION 


DATS  COMPLETED 


RECURRING  ACTIONS; 
FREQUENCY,  TIME 


SSiSHIBSIH 

MMIBBaB 


CODES}  Initials  only  =  Indicates  completion  of  order 

Initial  and.+  =  Satisfactory/within  normal  limits 
Initials  arid  0  =  Unsatisfactoiy/Not  observed/Omitted* 

*See  Nurse’s  note  on  SF  509 
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CLINICAL  RECORD 


Verify  By  Initialing 

ORDER  CLERK/ 
DATE  NURSE 


THERAPEUTIC  DOCUMENTATION  CARE  PLAN 

(NONMEDICATION) 


INITIAL  PROPER  COLUMN  FOLLOWING  COMPLETION 


DATE  COMPLETED 


RECURRING  ACTIONS, 
FREQUENCY,  TIME 


a 

BBBIBHPSI 
■■■BBBBBBBBBBBB 
■BiBBBB*™BB"n 

■■9 

■IB 


*  U.S.  GOVERNMENT  PRINTING  OFFICE;  1985-482-768 


n 


)  \  J  '  I 


Verify  By  Initialing 


ORDER  CLERK/ 
DATE  NURSE 


THERAPEUTIC  DOCUMENTATION  CARE  PLAN  (MEDICATIONS) 

For  UM  of  thit  form,  tot  HQDA  Lottor  40-86-4;  th«  proponant  agancy  It  tha  Off  lea  of  Tha  Surgaon  Qanaral. 


SINGLE  ACTIONS,  DELAYED  ORDERS,  PREOPERATIVES 


TO  BE  GIVEN 


ALLERGIES;  □  YES 


□  NO  I  PRIMARY  DIAGNOSIS:- 


PATIENT  IDENTIFICATION: 


CODES: 

Initials  only 

=  Indicates  medication  was  administered 

Initials  and  E 

”  Effective 

Initials  and  I 

•=  Ineffective* 

Initials  and  0 

“  Medication  was  not  administered  as  ordered* 

*See  Nurse's  note  on  SF  509 

DA  FORM  4678-1  (TEST),  Aug  85 


tStG.PO:  1985-494-723 


ORDER/ 

EXPIR. 

DATE 


CLERK/ 

NURSE 


THERAPEUTIC  DOCUMENTATION  CARE  PLAN 

(PRN  MEDICATIONS) 

PRN  MEDICATION,  DOSE, 

1  INITIAL  PROPER  COLUMN  FOLLOWING  ADMINISTRATION 

ROUTE,  FREQUENCY, REASON 


TIME/DATE/REASON/INITIALS/EFFECTIVENESS  CODE 


CODES:  Initiala  only 
Initials  and  E 
Initials  and  I 
Initials  and  (f 


=*  Indicates  medication  was  administered 
“  Effective 
“  Ineffective* 

"  Medication  was  not  administered  as  ordered* 


*See  Nurse’s  note  on  SF  509 
E-17 
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DEPARTMENT  OF  THE  ARMY 
orrice  or  the  adjutant  obneral 

WASHINGTON,  DC  20310>2100 


DASG-PSC-N  (M)  (20  May  85) 


Expires  13  September  1987 

SUBJECT:  Clinical  Nursing  Records  Study— Test  Forms 


HQDA  LTR  40-85-4 

13  September  1985 


•  SEE  DISTRIBOTION 


1.  References: 

a.  AR  40^407  (Nursing  Records  and  Reports) . 

b.  JCAI^  Standard  III  (Accreditation  Manual  for  Hospitals — 1984) . 

c.  AR  5-5  (Amy  Studies  and  Analyses) . 

2,  .Ihe  Office  of  The  Surgeon  General  (DASG-CN)  is  studying  revised 
clinical  forms  for  the  documentation  of  nursing  care  in  inpatient  medical 
treatment  facilities  to  assist  in  reducing  redundancy  and  fragmentation  of 
documentation  in  the  clinical  record.  The  test  forms  are: 

a.  DA  Form  3888-2  (TEST)  (Medical  Record — ^Nursing  History  and  Assessment). 

b.  DA  Form  3888-3  (TEST)  (Medical  Record — ^Nursing  History  and 

Assessrent  (Continued) ) . 

c.  DA  Form  3888-4  (TEST)  (Medical  Record — Nursing  Care  Plan) . 

d.  DA  Form  3888-5  (TEST)  (Medical  Record — Nursing  Discharge  Sunmary) . 

e.  DA  Form  4256-1  (TEST)  (Clinical  Record — ^Doctor's  Orders  for 
Medications) . 

f.  DA  Form  4256-2  (TEST)  (Clinical  Record — Doctor's  Orders  for 
Non-medications) . 

g.  DA  Form  4677-1  (TEST)  (Clinical  Record — Ther^utic  Documentation 
Care  Plan  (Non-medicatiai) ) . 

h.  DA  Form  4678-1  (TEST)  (Clinical  Record — Therapeutic  Documentation 
Care  Plan  (Medicaticsis) ) . 


E-19 


3.  Tht  fomt  will  be  field  tested  for  1  year  at  four  MTFs: 

a.  FiczsisBDons  Army  Medical  Center^  Aurora*  CO  80045«6000. 
b<  Bayne>Jones  U.S.  Army  Community  Hospital*  Ft.  Polk*  LA  71459-6000. 

c.  Blanchfield  U.S.  Army  Community  Hospital*  Ft.  Campbell*  KY 
42223-1498. 

d.  Moncrief  U.S.  Army  Community  Hospital*  Ft.  Jackson*  SC  29207-5700. 

Based  upon  the*  evaluation  data*  recommendations  for  possible  worldwide 
implementation  of  the  form  changes  will  be  forwarded  to  HQDA(SCCP-CON-N) * 
5111  Leesburg  Pike*  Falls  Church*  VA  22041-3258. 

4.  A  copy  of  the  guidelines  (end  1)  for  form  usage  by  personnel  in  test 
facilities  is  enclosed.  A  copy  of  a  linear  programmed  instruction  (end  2} 
is  also  enclosed  to  aid  the  user  of  the  guidelines. 

% 

5.  A  supply  of  the  forms  will  be  shipped  direct  to  the  test  sices  under 
separate  cover. 

6.  Any  questions  about  the  forms  should  be  addressed  to  COL  Audre 
McLoughlin/COL  Elizabeth  Finn  at  AV  289-0143. 

BY  ORDER  OF  THE  SECRETARY  OF  THE  ARMY» 


2  End 

DISTRIBUTION:' 

KqOA(OASG-ZA) 

HQOA(OAMO-ZA) 

COMMANDERS 

U.S.  ARMY  HEALTH  SERVICES  COMMAND 
U.S.  ARMY  FORCES  COMMAND 
U.S.  ARMY  miNING  AND  DOCTRINE  CC»JMAND 


JXXiAU)  J.  IHmlRO 
Brigadier  General*  USA 
The  Adjutant  General 


CF: 

HQDA(DASG-CN) 

COMMANDERS: 

U.S.  ARMY  HEALTH  SERVICES  COMMAND,  ATTN:  HSCL-N 
niZSIMMONS  ARMY  MEDICAL  CENTER 
BAYNE- JONES  U.S.  ARMY  COMMUNITY  HOSPITAL 
BLANCHFIELD  U.S.  ARMY  COMMUNITY  HOSPITAL 
MONCRIEF  U.S.  ARMY  COMMUNITY  HOSPITAL 
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DEPARTMENT  OF  THE  ARMY 
OFFICE  OF  THE  SURGEON  GENERAL 
WASHINGTON,  DC  20310-2300 


CLINICAL  NURSING  RECORDS  STUDY- 

FORM  GUIDELINES  1  August  1985 
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List  of  Illustrations 

Figure  no«  Title  _ 

1  Example ‘of  a  nursing  history  (front  side  of  DA  Form  3888-2  (TEST)) 

2  Example  1  of  additional  nursing  history  (Additional  Assessment 

Data)  for  DA  Form  3888-2  (TEST) 

3  Example  2  of  additional  nursing  history  (Additional  Assessment 

Data)  for  DA  Form  3888-2  (TEST) 

4  Example  of  nursing  history  continuation  for  DA  Form  3888-3  (TEST) 

5  Example  of  a  Date  Identified  entry  for  a  nursing  problem  on 
.  -DA  Form  3888-4  (TEST) 

6  Example  of  a  nursing  care  plan  (specifying  "Problems")  for 

DA  Form  3888-4  (TEST) 

7  Example  of  a  nursing  care  plan  (use  of  nursing  diagnosis)  for 

DA  Form  3888-4  (TEST) 

8  Example  of  a  nursing  care  plan  (no  identified  probjems  on 

admission)  for  DA  Form  3888-4  (TEST) 

9  Example  of  a  nursing  care  plan  (discharge  considerations) 

for  DA  Form  3888-4  (TEST) 

10  Example  of  writing  of  orders  for  DA  Form  4256-2  (TEST) 

11  .  Example  of  the  method  of  accounting  for  orders— single  actions 

'  .  and  delayed  orders  for  DA  Form  4256-2  (TEST) 

12  Example  of  the  method  of  discontinuing  orders  for  DA  Form 
,  4677-1  (TEST) 

13  Example  of  verbal  orders  and  telephone  orders  for  DA  Form 

4256-1  (TEST) 

14  Example  of  a  nursing  order  for  DA  Form  4677-1  (TEST) 
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List  of  Illustrations— Continued 
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Example  of  the  use  of  the  results  codes  on  DA  Form  4677-1  (TEST) 
Example  of  recurring  actions  on  DA  Form  4677-1  (TEST) 

Example  of  the  method  for  discontinuing  orders  for  the  DA  Form 

4677- 1  (TEST) 

Example  of  single  actions,  delayed  orders  for  DA  Form  4677-1  (TEST) 

Example  of  PRN  actions  for  DA  Form  4677-1  (TEST) 

Example  of  recopied  orders  for  DA  Form  4677-1  (TEST) 

Example  of  recopied  orders  with  unfilled  Date  Completed  area  for 

DA  Form  4677-1  (TEST) 

Example  of  nursing  order  for  DA  Form  4678-1  (TEST) 

Example  of  the  use  of  codes  on  DA  Form  4678-1  (TEST) 

Example  of  recuring  medications  DA  Form  4678-1  (TEST) 

Example  of  the  method  for  discontinuing  orders  on  the  DA  Form 

4678- 1  (TEST) 

Example  of  single  actions,  delayed  orders,  preoperatives  entry  for 
DA  Form  4678-1  (TEST) 

Example  of  PRN  medication  and  use  of  codes  for  DA  Form  4678-1 
(TEST)  and  SF  509 

Example  of  recopied  orders  for  DA  Form  4678-1  (TEST) 

Example  of  recopied  orders  with  unfilled  Date  Dispensed  area  for 
DA  Form  4678-1  (TEST) 

Example  of  nursing  notation  for  SF  509 
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List  of  niustrations— Continued 


Figure  no. 


Title 


31  Example  of  multiple  problems  referenced  In  progress  notes  for 

SF  S09 

32  Example  of  close  of  progress  note  for  SF  509 

33  Example  of  an  out-of-sequence  progress  note  for  SF  509 

34  Example  of  an  error  In  charting  for  SF  509 

35  Example  of  a  summary  statement  for  SF  509 

36  Example  of  charting  a  single  action  for  SF  509 

37  Example  of  a  nursing  discharge  summary  for  DA  Form  3888-5  (TEST) 


SECTION  I.  INTRODUCTION 


1.  General  Information,  a.  Initiation  of  a  permanent  clinical  record  Is  an 
essential  part  of  the  InpaTlent  admission  procedure.  Authorized  clinical  record 
forms  for  which  nursing  personnel  are  responsible  or  use  frequently  during  the 
test  period  of  the  Clinical  Nursing  Records  (CNR)  Study  are  described  in  the 
following  sections. 

b.  All  entries  on  the  forms  will  be  made  with  a  pen  using  reproducible 
black,  or  blue-black  ink,  except  when  otherwise  specifically  stated. 

£.  Erasures  are  prohibited.  A  line  will  be  drawn  through  an  incorrect 
entry  and  the  Initials  of  the  person  making  the  entry  will  be  placed  above 
the  lined-out  portion.  The  correct  information  or  statement  will  be  recorded 
following  the  lined  out  entry. 

2.  The  nursing  process.  The  nursing  process  Is  a  systematic,  problem  solving 
thought  process  which  Is  essential  to  accomplishing  specific,  predictable 
Individualized  care.  This  process  consists  of  the  following  four  elements: 

a.  Assessment/Appraisal :  The  nursing  history  gathers  data  from  the 
patient,  other  informed  persons,  and  documentation  in  the  record.  Once  the 
nursing  history  Is  completed,  a  Registered  Nurse  (RN)  will  carry  out  the 
appropriate  physical  assessment  necessary  to  Initiate  an  individual  plan  of 
care.  The  nursing  assessment  must  be  accomplished  by  an  RN  so  that  all  nursing 
care  Is  professionally  directed.  This  assessment  phase  of  the  nursing  process 
will  be  completed  within  24  hours  of  the  patient's  admission  to  the  hospital. 

6 


E-26 


Planning.  The  nursing  care  plan  is  developed  from  the  initial  and 
"on-'goinp'  assessment  of  the  individual  patient's  needs.  The  care  plan  con¬ 
sists  of  a  problem  list,  expected  outcomes  or  goals,  and  discharge  consider¬ 
ations  to  be  accomplished  by  the  nursing  intervention.  Planned  nursing  inter¬ 
ventions  are  written  as  nursing  ordehs. 

(1)  The  nursing  orders  are  a  vital  means  of  communicating  nursing 
interventions  to  all  care  providers. 

(2)  The  nursing  orders  are  essential  for  accountability  and  re¬ 
sponsibility  in  the  documentation  of  care. 

£.  Implementation.  This  phase  of  the  nursing  process  includes  nursing 
actions  determined  by  the  nursing  care  plan.  The  delegation  of  nursing  care 
to  other  care  providers  is  the  responsibility  of  the  head  nurse  or  designated 
charge  nurse.  The  implementation  phase  concludes  when  the  nurse's  actions  are 
completed  and  recorded.  Therefore,  the  utilization  of  nursing  orders  and  inter¬ 
ventions  will  be  documented  on  DA  Form  4677-1  (TEST)  (Clinical  Record- 
Therapeutic  Documentation  Care  Plan  (Non-medication))  and  DA  Fornv  4678-1  (Test) 
(Clinical  Record— Therapeutic  Documentation  Care  Plan  (Medications)). 

Evaluation.  This  component  is  considered  in  terms  of  how  the  patient 
responded  to  the  planned  action.  Evaluation  of  the  effects  of  actions  during 
and  after  the  implementation  phase  determines  the  patient's  response  and  the 
extent  to  which 'immediate,  intermediate,  and  long-range  goals  are  achieved. 

The  evaluation  phase,  like  the  entire  process,  must  be  documented. 

3.  Nursing  process  documentation,  a.  The  purposes  of  the  US  Army  Medical 
Department  (AMEDO)  nursing  documentaTion  as  a  portion  of  the  patient  record  are 
to-* 

(1)  Serve  as  a  communication  tool,  providing  information  for  all  care 
providers  about  the  patient's  clinical  condition. 

(2)  Provide  a  basis  for  planning  and  assuring  continuity  of  care. 

(3)  Provide  a  basis  for  evaluation  of  care. 

(4)  Provide  a  basis  for  ensuring  accountability. 

(5)  Serve  as  a  legal  document. 

(6)  Provide  information  for  research  and  education. 

■  (7)  Serve  as  a  tool  to  calculate  patient  acuity  levels. 

(8)  Provide  a  record  of  quantifiable  nursing  activities  for  per¬ 
formance  measurement  and  workload  considerations. 

b.  The  AMEDD  nursing  records  complement  each  other  so  that  when  a  clinical 
record  is  reviewed,  the  documentation  will  reflect  the  nursing  process;  i.e., 
assessment  of  the  patient,  planning,  implementing,  and  evaluating  the  nursing 
care  to  meet  the  patient's  individual  needs.  All  forms  must  be  completed. 

Forms  which  document  the  nursing  plan  consist  of— 
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(1)  A  nursing*  history  (interview)  documented  on  DA  Form  3888-2,  (TEST) 

(Medical  Record— Nursing  History  and  Assessment^.  • 

(2)  A  nursing  assessment  documented  on  the  reverse  side  of  DA* Form 
3888-2  (TEST)  with  continuation  on  DA  Form  3888-3  (TEST)  (Medical  Record- 
Nursing  History  and  Assessment  (Continued),  as  necessary. 

(3)  A  nursing  care  plan  documenting  identified  patiant  problems  (or 
nursing  diagnoses,  as  appropriate),  discharge  considerations,  and  goals  on 
DA  Form  3888-4  (Test)  (Medical  Record— Nursing  Care  Plan). 

(4)  Plans  documented  as  nursing  orders  on  DA  Form  4677-1  (TEST) 
(Clinical  Record— Therapeutic  Documentation  Care  Plan  (Non-medication))  and 

on  DA  Form  4678-1  (TEST)  (Clinical  Record— Therapeutic  Documentation  Care  Plan 
(Medications)}. 

(5)  Discharge  preparations,  documented  as  a  nursing  discharge  summary 
on  DA  Form  3888-5  (TEST)  (Medical  Record— Nursing  Discharge  Summary). 

(6)  Evaluation  of  the  patient's  progress  and  effectiveness  of  nursing 
interventions  as  documented  on  SF  509  (Clinical  Record— Progress  Notes),  DA 
4677-1  (TEST), jr  DA  4678-1  (TEST). 


SECTION  11. 

MEDICAL  RECORD-NURSING  HISTORY  AND  ASSESSMENT,  DA  FORM  3888-2  (TEST) 

AND 

MEDICAL  RECORD— NURSING  HISTORY  AND  ASSESSMENT-CONTINUATION,  DA  FORM 
3888-3  (TEST) 


4.  Purpose.  DA  Form  3888-2  (TEST)  and  DA  Form  3888-3  (TEST)  'document  a  base¬ 
line  nursing  history  and  assessment  on  each  patient.  Ideally,  the  nursing 
history  and  assessment  will  be  completed  upon  .admission  to  the  medical  treatment 
facility  (MTF).  They  will  serve  as  the  admission  nursing  note  if  completed  at 
that  point.  If  hot  completed  at  admission,  a  nursing  admission  note  must  be 
written  in  the  SF  509  progress  not^s.  The  nursing  history  is  obtained  by  the 
nursing  personnel.  The  nursing  assessment  is  completed  and  recorded  by  an  RN 
within  24  hours  of  admission.  All  forms  are  a  permanent  part  of  the  patient's 
clinical  record.  Currently  approved  overprints  used  as  guides  for  the  nursing 
history  and  assessment  may  be  reprinted  on  the  test  forms  during  the  course  of 
the  CNR  study.  Information  recorded  on  the  test  form  should  not  be  duplicated 
on  the  overprint. 

5.  Preparation.  Enter  all  patient  identification  data  as  indicated  on  the 

forms .  ' 

6.  Content,  a.  DA  Form  3888-2  (TEST).  Data  entered  on  this  form  represents 

baseline  healtK  status  information  needed  by  the  nurse  to  plan  care.  The  infor¬ 
mation  may  be  obtained  from  the  patient,  other  informed  persons,  and  the 
patient's  records.  "  •  ■ 
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(1)  The  front  portion  of  the  form,  containing  a  brief  series  of 
questions,  provides  a  guideline  for  the  interview.  (See  fig  1.) 


MEDICAL  RECORD  •  NURSINC  HISTORY  AND  ASSESSMENT 
Fk  uw  M  nil.  tom,  .m  OA  L«  AOAt-  ,  ttw  pfOpenAM  tfoCY  n  IP*  Otiitt  »f  H>t  SiitfpoA  Ompf,!. 


OA  FORM  3»a»-i  (TtPTI 


(Cpaupwa  op  ronffp) 


Figure  1.  Example  of  a  nursing  history  (front  side  of  DA  Form 
3888-2  (TEST)) 
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{^)  _Date  and  time  of  admission  with  admitting  diagnosis  as 
specified  by  the  physician,  are  to  be  recorded  in  the  provided  space. 

(M  Responses  by  the  patient  to  the  interview  questions -may  be 
recorded  next  To  the  questions  in  the  provided  area, 

(c)  If  additional  space  is  required,  the  history  may  be  continued 
on  DA  Form  388^-3  (TEST). 

(_d)  Spaces  are  provided  for  the  recording  of  information  to 
assist  in  contTcting  the  next  of  kin,  or  in  their  absence,  another  person 
■  designated  as  a  point  of  contact  for  concerns  arising  as  a-  result  of  the  hospi¬ 
tal  episode  (e.g.,  support  person,  company  commander,  first  sergeant,  etc.). 

(e)  The  person  collecting  the  data  is  to  sign  his  or  her  name, 
rank,  and  title,  and  list  from  whom  the  data  was  obtained  in  the  Informant  block 
(e.g.,  “patient,"  mother— Mrs.  Jones,"  etc). 

(f)  A  space  is  provided  for  the  noting  of  the  disposition  of 
articles  brought  to  the  hospital.  Initialing  of  the  disposition  by  the  inter¬ 
viewer  attests  to  where  such  items  were  consigned.  It  is  not  interpreted  to 
mean  the  interviewer  was  the  one  who  actually  placed  the  article(s)  in  the 
designated  area^ 

(5)  The  nursing  history  is  obtained  by  the  nursing- personnel. 

(2)  The  reverse  side  of  DA  Form  3888-2  (TEST)  provides  an  area  for 
additional  assessment  data.  (See  figs  2  and  3.) 

(_3)  The  nursing  assessment  is  completed  and  recorded  by  an  RN 
within  24  hourT  of  admission.  If  recorded  at  admission,  it  will  serve  as  the 
admission  nursing  note.  The  time  and  date  the  assessment  is  made  is  recorded  in 
the  space  provided. 

(b)  Categories  of  assessment,  with  guidelines,  are  provided  at 
the  bottom  of  The  page,  for  assistance  in  making  the  nursing  assessment.  Data 
on  the  biophysical  status  of  the  listed  items  may  be  collected  as  appropriate 
for  planning  care. 

-  (jc)  Admission  vital  sign  data  will  be  recorded  in  the  spaces 
provided.  “ 


(_d)  DA  Form  3888-3  (TESl)  i.'.ay  be  used  as  necessary.  (See  ^  below.) 

(e)  The  nursing  assessment  is  reviewed,  and  updated  as  additional 
data  are  cclleTted  and  patient  needs  and  potentials  change. 

(3)  The  RN  may  use  multiple  modalities  to  collect  patient  data  from 
which  a  plan  of  care  is  developed.  However,  regardless  of  what  data  is 
collected,  and  by  whom,  the  RN  is  ultimately  charged  with  the  responsibility  to 
ensure  validity  and  reliability  of  the  collected  data. 
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MEDICAL  RECORD-NURSING  HISTORY  AND  ASSESSMENT 

AOOtriONAI.  AMtISMKMf  DATA 


b?-?^****  /?3o  • 


In  accordance  with  the  Array  Medical  Department 
Standards  of  Nursing  Practice  (DA  Para  40-5): 

A  nursing  assessraent  includes  a  minimal  statement 
on  General  Appearance,  Age,  Sex,  Race,  Height, 
Weight,  Physical  Disabilities,  as'  applicable. 
Condition  of  the  Skin,  Behavior  indicative  of  mental 
emotional  status. 


Data’ on  the  biophysical  status,  in  the  categories 
listed  below,  as  appropriate  for  planning  care,  is 
alse  included  in  the  admission  assessment.  "Approp 
is -the  key  word. ^  Each  category  does  not  have  to  be 
addressed  if  it  is  not  adding  information  necessary 
to  provide  nursing  care. 


Sifnetyrt  (Rtpsurtd  Nunt} 


ASSf^MCNT  CATKOORlCi: 

1,  GwwtB  fiJ  0»vtw»imwt 
t,  tHuroiOfiMl 

ft)  L**«lof  Consootfifiwir  iMrt,  «r««rfy, 
MMrglc;  comttftMi  t« 

v*rft*>«nd  MInfut  ftlmuli)  AMHty  (• 
fAlMw  commandii  Kftfliiit* 

O  Dticriftft  ftbAMntMtlti 
S.  Cyftt,  e«r»,  Nof*,  AM  TM*»t 
•)  CyMi  Puftitt,  vMlftii 

ft)  CjW  HMTlAf .  ftrtlftttft 

o  NoMi  lUlInftmMif  fWWl  tyrfvnrATftumft 
ft)  TtmMti  ftofft,  ftlffioitty  $wi(lowlnA 
iPOMfAAc*  ftA  iftiDPCtiftft*  rymftft  woftt 
ft)  PftMrtMftftnAnnftmiftft 
4.  CftrftIftvMewlftf 

•)  Sktni  color,  tftmp,  lurfftr.  ffiftWurft 
ft)  Pftriofkftrti  CircuMloni  Putm,  ftftftfm, 
ftirtfftmnifts 


C)  IV**r  Ccntftins  of  ftonif  hftOfinl, 
ftettM  numft«r,  oondition  of  Mtft 
ft)  ftftinr  Loe»tlOff,rftO(«tlon,0wrfttlAn, 
tyM,r«Uftf 

ft)  >n»y^t^or»cl€  twftoi  ooft^  ftrftwion 
I*  PtfMioiiAry 

f)  Rt$oi'fttiofi»  fUt«,rftfal*nty,ftttf> 
tivftnftsi.  ftftptfi,  UM  «f  ftfCftMory  mutcltA 
noaMmfti/ftjtftftrmf  ftyiftfiOA.  CftftCt 
movArnent  ftMOcifttftft  «rttfi  rftioirfttloiH 
ft)  Srftttfi  loufiftti  ClftftrtoftiiftCulUUoA, 

fUltfc  RftOACftt,  WlMftta^  oic, 

^  Ocyfftni  Pftroftntflvftn,  IN»re/min,  mfttnoft 
o<  •ftmlnlicifttloft,  continuouft  or  PRN 
ft)  Covffi,  iftvtwn,  swaiofftof 
4.  OftHrolirtftfttiift) 

ft)  AftOombifth  AMcvfifttloft  fftowot  ftotmftft 
ftrftwM).  Mionfttion,  ftftoominfti  firtfi 

fif  oftpHcftftPft) 

ft)  Otft«finfti  ftfiO/Af  ft rtM» 


).  CftAHowrlAftry 

i)  Uriafttloni  Contloftoey,  Mttftfo  cAonpi 
ft)  P«nui»i  VftpfnftI  ftiKharpA,  LMP,  Iftil  PAP 
vnMr  Clf  ftoftiieftftift),  mc. 
e)  M«i*i  Aftnorma)a(«<iiftrfA,fw*IHnft.pfti(i 
I,  lnt«tiftn**^Ury 

ft)  Lftfioni,  prvsfturft  oolftti,  eontrftcturfti 
ft)  Color,  moiAufft.ftOftmft,turtor.«A«nft»  Ml 

ftltroftmfttiow 

I.  MoiftuiOftkftlfttftl 

ft)  Movftmtftti  PurftoMful/MoiHMPOoMftfi, 
ftOM.  mvftCM  ftrftnfU),  Mvftt  of  uftuftl 
ftcthrtty 

ft)  Pool  cirft  (it  ftftpucftftlft),  TCO  ftoeft 

)«.  ffyc^o<4oOftt 

ft)  Aftiurtmftnt  to  hOtpItftHtfttlon  tM 
lltnoM,  inonoftr,  mooft.  ooMrior, 
rftUtiOA  to  ftftrioAft  orouAft  tftftm 

ACPCRftNCei  OAPftm4ft«l 

AMCOO  Stdi  of  Nurstnt  Orseticft 


OA  FORM  VM-l  (Teirj  (RftvftTM) 


Figure  2.  Example  1  of  additional  nursing  history  (Additional  Assessment 
Data)  for  DA  Form  3888-2  (TEST) 
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figure  3. 
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DA  Form  3888-3  (TEST).  This  form  provides  space  for  the  continuation 
of  data  collected- during  either  the  nursing  history  or  the  nursing  assessment. 
Date  and  time  of  continuation  entry  will  be  made  prior  to  the  beginning  of  the 
notation.  When  used,  the  recorder  will  place  signature,  rank,  and  title  at  the 
end  of  the  entry.  (See  fig  4.) 


(TEST) 
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SECTION  III.  medical  RECORD— NURSING  CARE  PLAN,  OA  FORM  3888-4"{T£ST) 

7.  Purpose.  DA  Fonn  3888-4  (TEST)  is  used  to  document  the  identified  nursing 
care  problems,  discharge  considerations  and  goals  derived  from  the  problems, 
reflective  of  the  prognosis.  Although  all  persons  involved  in  the  patient's 
care  will  contribute  to  the  development  of  the  care  plan,  the  RN  is  responsible 
for  its  preparation.  It  is  used  by  all  nursing  personnel  involved  in  the  care 
of  the  patient.  The  nursing  care  plan  is  a  permanent  part  of  the  patient's 
clinical  record-.  Currently  approved  overprints  may  be  reprinted  on  the  test 
form  during  the  course  of  the  CNR  Study. 

S.  Preparation.  Enter  all  patient  identification  data  as  indicated  on  the  form. 

9.  Content.  The  nursing  care  plan  will  reflect  current  standards  of 
nursing  practice,  and  measures  which  will  facilitate  the  prescribed  medical 
care  to  restore,  maintain,  and  promote  the  patient's  well  being.  It  is  used  in 
conjunction  with  OA  Forms  4677-1  (TEST)  and  4678-1  (TEST)  which  list  the  nursing 
actions  and  other  prescribed  orders  related  to  achieving  the  specified  goals. 

b.  The  date  nursing  and/or  patient  problems  are  identified  is  to  be  entered 
in  the  column  provided.  (Sea  fig  5.) 


i»£0(ou.  meono  -  kuRSINC  CARE  PLAN 


Out 

Ovtennet  (CoU*)  * 

- 

- 

1 

Figure  5.  Example  of  a  Date  Identified  entry  for  a  nursing  problem  on 
DA  Form  3888-4  (TEST) 


c.  Problems  are  to  be  listed  in  the  appropriate  column.  Nursing 
diagnoses  (terms  used  to  summarize  assessment  data)  describe  the  patient's 
actual  or  potential  health  problems.  They  represent  clinical  judgements  made  by 
the  RN  and  are  conditions  primarily  resolved  by  nursing  care  methods.  When 
appropriate,  nursirvg  diagnoses  may  be  listed  in  lieu  of  patient  problems. 
Categories  and  diagnoses  listed  on  the  form  are  merely  guides.  As  patient 
problems  (or  nursing  diagnoses)  are  identified,  they  are  recorded  in  the 
appropriate  column,  and  numbered  in  sequence  of  identification.  Problems  are 
prioritized,  reviewed  and  revised  by  the  RN  to  meet  the  changing  need  of  the 
patient.  Corresponding  nursing  interventions  written  as  nursing  actions  or 
orders  on- the  DA  Forms  4677-1  (TEST)  and  4678-1  (TEST)  will  subsequently  reflect 
the  number(s)  of  the  identified  problem(s)  and  nursing  diagnosis(es).  (See  figs 
6  and  7.) 
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McotCAt  RCeono-  NURSING  CARE  f LAN 

.  tM  atMCy  li  tM  Offtc*  •t  Th«  tiirtton 

tNSTRUiTtOMSi  NUmMT  Ang  (AttttI  WMUtfU. 

Oiw 

tMnilfM 

ExMctM  OntcMin  (Gmii) 

D4U 

Aecpmguihc# 

^  ^  £Ajt. 

i"  e£uf 

— p - 

uy|p|^p|Hp|pP|P||^^ 

^  H  ' - 

Figure  6.  Example  of  a  nursing  care  plan  (specifiying  "Problems")  for 
DA  Form  3838-4  (TEST) 


MCOICAL  KtcoAO  -  nursing  care  PLAN 

ftMOA  Ln4^S>  ,  th*  mncy  ii  tiM  orne»  •t  TM  S«pp«*on  C*<.*r9(. 

'<srRUCriON$:  AAd  Mttiei  MCA  rM«r«)At. 

O&u 

IdeAtlficg 

frekltmi 

ExMnM  Outcomti  |Go«10 

Dlti 

Accomoiiiheg 

Tno^ 

V 

jmmammmmnmmmammimm 

o  • 

( t.  / 

■  U  ' 
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.  (/  f 

■ 

(J 

Figure  7.  Example  of  a  nursing  care  plan  (use  of  nursing  diaonosis)  for 
DA  Form  3888-4  (TEST) 


d.  Expected  Outcomes  (Goals)  based  upon  the  problems  listed  in  the 
preceeding  column  on  the  form  will  be  specified.  These  goals  (the  desired 
results  of  planned  nursing  interventions)  should  be  mutually  sat  with  the 
patient  and/or  family.  Based  on  the  nursing  assessment,  they  will  be 
realistic,  measurable,  and  consistent  with  the  therapy  prescribed  by  the  respon¬ 
sible  medical  practitioner.  When  a  problem  no  longer  exists,  and  the  goal  was 
accomplished  or  revised,  the  date  the  goal  was  accomplished  will  be  entered  in 
tne  proper  column.  Corresponding  nursing  orders  on  the  therapeutic  documen¬ 
tation-  care  plans  will  be  discontinued. 

.  Q.  In  those  isolated  instances  when  there  are  no  problems  to  be  addressed 
on  admission,  the  RNwill  document  such  on  the  care  plan.  Each  patient's 
status  will  be  reassessed  at  least  every  24  hours.  If  there  is  no  further 
change,  it  is  necessary  to  document  that  a  periodic  assessment  was  done  and  that 
the  status  remains  unchanged.  The  reassessment  of  the  patient  may  be  noted  as  a 
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nursing  nrder  for  those  who  have  no  Identified  problems  specified  on  admission. 
The  reassessment  and  subsequent  findings  may  be  documented  directly  on  the  care 
plan  or  In  the  nursing  progress  notes.*  (See  fig  8.) 


Figure  S.  Example  of  a  nursing  care  plan  (no  identified  problems  on 
•admission)  for  DA  Form  3SS8-4  (TEST) 


f.  Early'discharge  planning  is  essential.  Nursing  is  in  a  unique  position 
to  identify  a  variety  of  patient  needs,  ranging  from  special  concerns  for 
small  children  to  simple  or  elaborate  rehabilitation  needs.  Nursing  staff 
should  be  alert  to  the  need  for  early  referrals  to  appropriate  groups.  Dis¬ 
charge  planning  begins  at  admicsion  with  the  assessment  by  the  RN.  Any  dis¬ 
charge  considerations,  identified  at  admission  and  tnroughout  hospitalization, 
are  noted  in  the  space  provided  on  the  reverse  side  of  DA  Form  38S8-4  (TEST). 
(See  fig  9.) 


m(QiCA4.  i*cco»o  -  nursing  care  plan  (COnTinUCO) 

r  MM  •«  •••  Oa  «0  tt.  .  in*  mn<r  ••  >***  Off»e»  Tim  Smm**  Omvmm. 


[  >fr*T*UCTlC*i*i 


£<^ii«t  Owuem#t  |CA«Ji| 


Figure  9.  Example  of  a  nursing  care  plan  (discharce  ccnsideracions)  for 
DA  Form  3388-4  (TEST) 


SECTION  IV. 


CLINICAL  RECORD-DOCTOR'S  ORDERS  FOR  MEDICATIONS,  DA  FORM  4256-1  (TEST) 

AND 

CLINICAL  RECORO--DOCTOR'S  ORDERS  FOR  NON-MEDICATIONS.  DA  FORM  4256-2  (TEST) 


10.  Purpose.  DA  Form  4256-1  (TEST)  Is  utilized  for  medication  orders  only; 
this  is  inclusive  for  administration  of  medications  in  any  form:  intravenous, 
oral,  intramuscular,  inhalation,  or  topical.  DA  Form  4256-2  (TEST)  is  utilized 
for  non-medication  orders  only.  Currently  approved  overprints  of  medication  and 
non-medication  standing  orders  may  be  reprinted  on  respective  test  forms  during 
the  course  of  the  CNR  Study. 

11.  Disposition  and  use.  DA  Forms  4256-1  (TEST)  and  4256-2  (TEST)  are 
three-part  carbonless  forms,  maintained  in  the  patient's  chart.  The  original 
copy  of  each  form  remains  with  the  permanent  record.  The  second  copy  (pink)  is 
sent  to  the  pharmacy.  The  pharmacy  is  to  receive  a  copy  of  aT_[  orders.  The 
ward  copy  (buff)  is  used  to  communicate  orders  to  the  nursing  staff.  It  may  be 
used  as  a  medication  or  treatment  reminder  and  discarded  when  no  longer 
required. 

12.  Preparation.  Enter  all  patient  identification  on  each  form  as  directed 
by  AR  40-66.  Addressograph  plates  should  be  used  in  each  part  marked  Patient 
Identification.  The  portion  indicating  Nursing  Unit,  Room  Number,  and  Bed  No. 
may  be  utilized  as  appropriate. 

13.  Method  of  writing  orders.  The  prescriber  will  record  the  date  and  time  the 
order  is  written  as  indicated  on  each  form.  More  than  one  order  may  be  written 
in  each  section  of  the  forms,  but  no  more  than  one  order  may  be  written  on  a 
single  line.  Use  of  the  entry  "routine  orders"  (to  imply  a  number  of  predeter¬ 
mined  orders)  is  prohibited.  A  group  of  orders  written  at  one  time  for  the  same 
patient  requires  only  one  signature  and  one  date  entry  per  sheet.  Standing 
orders  which  are  overprinted  on  the  forms  must  be  signed  by  the  prescriber. 
Nonapplicable  standing  orders  will  be  lined  out  and  initialed  by  the  physician 
initiating  the  standing  orders.  When  additional  sheets  are  required  for  con¬ 
tinuation  of  a  group  of  orders  written  at  one  time,  each  sheet  will  reflect  both 
a  date  entry  and  a  signature.  All  prescribers'  signatures  must  have  the 
prescriber' s  identification  stamp.  Orders  should  be  written  sequentially  or 
unused  portions  of  the  order  sheets  blocked  out  if  a  new  form  is  initiated. 

(See  fig  10.) 

14.  Method  of  accounting  for  orders,  a.  Written  orders  will  be  accounted  for 
in  the  far  right  column  titled  Time  Noted  and  Transcribed.  Department  of 
nursing  personnel  trained  in  transcription  of  orders,  who  note  two  or  more 
orders,  may  enclose  the  orders  in  a  bracket,  list  the  time  orders  are  noted,  and 
sign  or  initial  his  or  her  name.  These  notations  imply  that  the  order  has  been 
transcribed  to  DA  Form  4677-1  (TEST),  or  DA  Form  4678-1  (TEST). 

b.  Single  action  order.  A  single  action  order  is  a  one-time  order  which 
is  completed  within  the  responsible  RN's  tour  of  duty.  It  requires  no  further 
nursing  action  once  completed  and  will  be  signed  off  as  having  been  completed  in 
the  extreme  right  column  titled  Time  Single  Order  Done.  The  time  and  signature 
or  initial  of  the  individual  carrying  out  the  order  indicates  that  the  order  has 
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CLINICAL  NECORO  ■  DOCTOR'S  ORDERS  FOR  NON  MEDICATIONS 
j  '  For  M— ol  loiTO.  f  0 A  Lt»  40-S6-  «  tiw  AroBoirtin  a—nty  ti  liw  Offiw  of  Tin  siwiton  0»mr>l. 

THE  DOCTOR  SHALL  RECORD  DATE.  TIME  AND  SIGN  EACH  SET  OF  ORDERS.  IF  FROBLEMORIENTEO  MEDICAL  RECORD  SYSTEM 
INDICATE  FROILEM  NUMBER. 
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Figure  10.  Example  of  writing  of  orders  for  DA  Form  4256-2  (TEST) 
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been  completed  and  requires  no  transcription  to  the  DA  Form  4677-1  (TEST)  or  DA 
Form  4678-1  ^HST).  Some  single  action  orders  (e.g.,  medications  or  proce¬ 
dures)  will  require  an  assessment  of  the  efficacy  of  the  intervention.  If  such 
an  order  has  not  been  transcribed  to  the  DA  4677-1  (TEST)  or  DA  4678-1  (TEST), 
the  assessment  must  appear  in  the  progress  notes.  Results  codes  (see  paras  18 
and  26)  appearing  on  the  DA  4677-1  (TEST)  or  DA  4678-1  (TEST)  are  not  authorized 
for  use  on  the  DA  4256-1  (TEST)  or  DA  4256-2  (TEST).  If  the  single  action  order 
is  not  completed  within  the  responsible  RN's  tour  of  duty,  the  order  becomes  a 
delayed  order  and  will  be  transcribed  (rewritten)  to  the  appropriate  therapeutic 
documentation  care  plan.  Completed  single  action  orders  and  all  STAT  orders 
must  be  individually  accounted  for  (may  not  bracket).  (See  fig  11.) 


^  CLINICAL  REOONO  •  DOCTOR'S  ORDERS  FOR  NON-MEDICATIONS 

FeruMof  ttil«f«fln,(MOA  Ltr40AS-  •  tM  pr»>en»nt  Hiney  li  IM  Ottic*  at  Th*  (unaen  Otnaral. 
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RECORD  SYSTEM 

INITIALS 
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Figure  11.  Example  of  the  iii<ithod  of  accounting  for  orders--single 
actions  and  delayed  orders  for  DA  Form  4256-2  (TEST) 
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15.  Method  of  discontinuing  orders.  To  discontinue  a  medication  or  treatment, 
a  stop  order  roust  be  wrkten  and  signed  by  the  prescriber.  Automatic  stop 
orders  (e.g.,  antibiotics,  controlled  substances)  will  be  governed  by  local 
written  policy.  When  an  order  is  stopped,  it  is  noted  in  the  column  Time  Noted 
and  Transcribed  (as  described  in  para  14  above).  The  corresponding  order  on 
DA  Form  4677-1  (TEST)  or  DA  Form  4678-1  (TEST),  is  discontinued  using  the  nota¬ 
tion  DC/tirae/date/iitials  above  a  diagonal  line  drawn  across  the  grid  adjacent 
to  the  stopped  order.  In  the  case  of  a  single  line  order,  a  horizontal  line  is 
drawn  across  the  grid  adjacent  to  the  stopped  order.  The  initials  in  the  grid 
blocks  are  bracketed  to  indicate  no  further  use  of  the  blocks.  Use  of  any  high¬ 
lighter  is  not  authorized.  (See  fig  12.) 
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Figure  12.  Example  of  the  method  of  discontinuing  orders  for  DA  Form 
4677-1  (TEST) 
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16.  Verbal  orders.  Verbal  orders  will  be  confined  to  emergency  STAT  orders. 
The  RN  accepting  Jthe  order  must  make  an  entry  on  the  form  noting  the  order, 
followed  by:  VO/doctor's  name/nurse's  name,  rank,  and  title.  The  order  must 
be  countersigned  by  a  physician  immediately  following  the  emergency.  (See 
fig  13.) 

17.  Telephone  orders.  Telephone  orders  will  be  held  to  the  minimum,  and 
accepted  -drily  by  an  RN  (with  third-party  verification  whenever  possible);  they 
must  be  countersigned  by  the  prescriber  within  24  hours.  The  RN  accepting  the 
order  must  make  an  entry  on  the  form  noting  the  order,  followed  by;  TO/doctor's 
name/nurse's  name,  rank,  and  title.  (See  fig  13.) 
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Figure  13.  Example  of  verbal  orders  and  telephone  orders  for  DA  Form 
4256-1  (TEST) 
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.■SECTION  y.  -  CLINICAL  RECORD-THERAPEUTIC  DOCUMENTATION  CARE  PLAN 
(NON-MEDICATION).  OA  FORM  4677-1  (TEST) 


18.  Purpose.  This  form,  printed  on  colored  paper,  is  for  non-medication  doc¬ 
tor's  and  nurse's  orders.  Medical  orders  will  be  transcribed  from  OA  Form 
4256-2  (TEST).  Nursing  orders,  initiated  b^'  the  RN,  and  written  on  this  form, 
will  be  so  indicated  by  placing  NO/nurse's  initials'in  the  initialing  column. 

If  appropriate,  corresponding  nursing  interventions  written  as  nursing  actions 
or  orders  on  this  form  will  reflect  the  number  of  the  identified  nursing 
problems  or  nursing  diagnosis.  (See  fig  14.)  Currently  approved  overprints  of 
nursing  or  physician  orders  may  be  reprinted  on  the  test  form  during  the  course 
of  the  CNR  Study. 
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Figure  14.  Example  of  a  nursing  order  for  DA  Form  4677-1  .(TEST) 


This  form  is  also  used  to  document  patient  care  and  patient  response  to  nursing 
intervention.  Codes  (see  fig  15),  printed  on  the  form  may  be  used  throughout 
this  entire  for..;  and  are  as  follows: 

3*  Initials  only— When  placed  in  the  designated  block,  indicates  that  the 
order” has  been  completed. 

Initials  and  +— Indicates  that  the  nursing  intervention  and/or 
observation  are  satisfactory  and/or  within  normal  limits.  This  documentation 
requires  no  further  explanation  in  the  progress  notes  if  the  nursing  or  medical 
order  completely  describes  actions  and/or  observations. 

c.  Initials  and  0— Indicates  the  results  of  nursing  intervention 
and/or  observation  are  unsatisfactory.  This  code  also  may  indicate  that  the 
nursing  intervention  or  observation  was  not  observed  or  was  omitted.  Use  of 
this  code  always  requires  further  documentation  in  the  progress  notes. 
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Figure  15.  Example  of  the  use  of  the  results  codes  on  DA  Form  4677-1 
(TEST) 


19.  Preparation."  Enter  all  patient  identification  data  as  indicated  on  the 
form. 


20.  Allergies.  Specify  the  presence  or  absence  of  allergies.  When  known, 
indicate  specific  allergen. 

21.  Primary  diagnosis.  Enter  admission  diagnosis,  or  a  corrected  one,  as  a 
definitive  diagnosis  is  made  or  another  condition  develops.  Add  other  diagnoses 
if  they  significantly  affect  care  to  be  given. 

22.  Recurring  actions  (see  fig  16).  a.  Order  Date.  Enter  the  date  that  the 
current  order  was  written. 

Initial ing.  The  individual  who  transcribes  an  order  must  initial 
the  specified  bTock.  The  RN  must  co-initial  all  orders  not  transcribed  by  an 
RN.  The  nurse's  initials  indicate  that  this  person  checked  the  accuracy  of 
the  transcription  against  the  order  on  the  doctor's  order  form  and  is,  therefore, 
■accountable  for  its  accuracy  and  its  appropriateness  from  a  nursing  standpoint. 

c  Recurring  Actions,  Frequency,  Time.  This  section  is  used  for  recurring 
actions  when  compliance  with  the  order  is  repetitive  and  scheduled.  The 
complete  order,  as  originally  written,  must  be  transcribed  to  this  section. 


Hour.  Specific  times  are  listed  vertically.  Each  space  is  for  a 
separate  time  of  action.  In  those  instances  where  actions  are  required  every  1 
to  2  hours,  two  times  may  be  entered  in  one  block.  Placement  of  initials  must 
correspond  to  placemeht  cf  the  designated  time.  Orders  which  ere  pervasive 
throughout  the  shift  and  are  not  time-related  or  sensitive  (e.g.,  seizure 
precautions,  intake  and  outputj  activity  levels,  etc.)  are  indicated  by 
designating  the  inclusive  times  for  each  shift;  e.g.,  07-15,  15-23,  23-07. 

J§.*  Pste.  The  top  row  of  spaces  is  used  to  indicate  the  day  the  action 
is  accomplished. 


Figure  16.  Example  of  recurring  actions  on  DA  Form  4677-1  (TEST) 
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Use  of  PA  4677-1  (TEST)  as  a  flowsheet.  If  a  frequently  recurring 
order"* requires  the  recording  of  an  assessment  (e.g.,  color  of  an  extremity) 
or  objective  measurement  (e.g.,  vital  sign),  the  DA  4677-1  (TEST)  may  be  used 
as  a  flowsheet.  All,  assessment  or  measurement  components  must  be  specified  in 
the  order.  Unused  portions  of  the  form  are  to  be  lined  out. 

h.  Discontinued  order.  When  an  order  is  discontinued,  a  diagonal  line 
is  dr'awn  across  the  remaining  blocks  (if  a  single  line  order,  a  horizontal 
line  is  used).  DC/date/time/initial-s  is  written  above  the  line.  The  initials 
in  the  grid  blocks  are  bracketed  to  indicate  no  further  use  of  the  blocks.  Use 
of  any  highlighter  is  not  authorized.  (See  fig  17.) 
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Figure  17.  Example  of  the  method  for  discontinuing  orders  for  the  DA 
•  Form  4677-1  (TEST) 

23.  Single  actions,  delayed  orders  (see  fig  18).  a.  Delayed  order.  If  a 
single  action  order  is  not  completed  within  the  responsible  RN's  tour  of  duty, 
the  order  becomes  a  delayed  order  and  is  transcribed  (rewritten)  to  the  Single 
Actions,  Delayed  Orders  column. 

Order  Date.  Enter  the  date  the  current  order  is  written. 

c.  Initialing.  The  individual  who  transcribes  an  order  will  initial  the 
specified  block.  The  RN  must  co-initial  all  orders  not  transcribed  by  an  RN. 
The  RN's  initials  indicate  that  this  person  checked  the  accuracy  of  the 
transcription  against  the  order  on  the  DA  Form  4256-2  (TEST)  and  is,  therefore, 
accountable  for  its  accuracy  and  its  appropriateness  from  a  nursing  standpoint. 

d.  Single  Actions,  Delayed  Orders.  The  complete  order,  as  originally 
written,  must  be  transcribed  to  this  column. 

£•  To  Be  Done.  Enter  the  date  and  time,  if  known,  the  action  is  to  be 
taken.  Indicate  "on  call"  if  so  ordered. 

£•  Completed.  Enter  the  date/time/initial  the  order  was  completed.  If 
the  order  is  not  completed,  specify  the  reason  and  initial  in  the  given  block. 
Further  elaboration  may  be  made  in  the  progress  notes. 
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Figure  18.  Example  of  sinole  actions,  delayed  orders  for  DA  Form  4577-1 
(TEST) 


24.  PRN  actions.  Use  when  the  time  of  an  order  is  not  predictable.  (See  fig  19). 

1*  Order/Expir  (expiration)  Date.  Enter  the  date  the  current  order  is 
written  in  tne  top  portion.  If  applicable,  enter  the  expiration  date  in  the 
bottom  portion. 

ll*  Initialing.  The  individual  who  transcribes  an  orde*'  must  initial  the 
specified'~block'i  The  RN  must  co-initial  all  ot'ders  not  transcribed  by  an  RN. 

The  RN's  initials  indicate  that  this  person  checked  the  accuracy  of  the 
transcription  against  the  order  on  the  DA  Form  4256-2  (TEST)  and  is,  therefore, 
accountable  for  its  accuracy  and  its  appropriateness  from  a  nursing  standpoint. 

c.  PRN  Action,  Frequency.  Indicate  the  action  to  be  taken  end  its  frequency 

ji.  Time/Oate/Reason/Initials.  Each  block  indicates  a  separate  action. 

The  person  completing  tne  action  enters  the  date,  time.  Initials,  and  if  appli¬ 
cable,  the  reason  indicating  the  necessity  of  the  action,  at  the  time  of  comple¬ 
tion.  Results  codes  (see  para  18)  may  be  used  as  appropriate. 


Figure  19.  Example  .of  PRN  actions  for  DA  Form  4677-1  (TEST.) 
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25.  Recopied  orders.  When  space  In  the  Date  Completed  column  is  filled,  a 
double  line  is  dra^^'n  across  the  entire  page  just  below  the  last'entry.  Directly 
below  this  double  line,  or  on  a  like  blank  form,  Recopied  Orders  is  written,  the 
"dates  for  coming  days  are  filled  in,  and  each  order  still  in  effect,  to  include 
the  date  of  the  original  order,  is  recopied.  The  individual  copying  the 
orders;  if  other  than  an  RN,  will  follow  the  initialing  procedures  as  previously 
described.  The  responsible  RN  will  verify  these  orders  by  initialing  the  proper 
column.  -The  person  transcribing  the  orders  authenticates  by  signature,  rank  or 
status  at  the  end  of  the  transcription.  (See  fig  20.) 


Figure  20.  Example  of  recopied  orders  for  DA  Form  4677-1  (TEST) 
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Figure  21. 
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SECTION  VI.  CLINICAL  REJ  .J— THERAPEUTIC  DOCUMENTATION  CARE  PLAN, 
.  (MEDICATIONS),  DA  FORM  4678-1  (TEST) 


26.  Purpose.  This  form,  printed  on  white  paper,  is  for  medication  doctor's 
orders  and  accompanying  nursing  orders  which  pertain  to  the  administration  of 
the  ordered  medication.  Medication  orders  will  be  transcribed  from  DA  Form 
4256-1  (TEST).  Nursing  orders,  initiated  by  the  RN,  and  written  on  this  form, 
will  be  so  indicated  by  placing  NO/nurse’s  initials  in  the  initialing  column. 
(See  fig  22.)  Currently  approved  overprints  of  nursing  or  physician  orders  may 
be  reprinted  on  the  test  form  during  the  course  of  the  CNR  Study. 
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Figure  22.  Example  of  nursing  order  for  DA  Form  4673-1  (TEST) 


This  form  is  also  used  to  document  patient  response  to  the  medication  interven¬ 
tion.  Codes  (see  fig  23),  printed  on  the  form,  may  be  used  throughout  t'ne  form 
as  appropriate  and  are  as  follows: 

a.  Initials  orily--Nhen  placed  in  the  designated  block,  indicates  that  the 
medication  (order)  has  been  admimistered  (completed). 

b.  Initials  and  E--Indicates  that  the  administered  medication  was 
effective.  It  achieved  the  desired  results  as  specified  in  the  original  order; 
i.s.,  if  given  for  pain,  the  pain  was  relieved;  if  given  for  agitation,  the 
patient- is  less  agitated.  This  documentation  requires  no  fni'ther  explanation  in 
the  progress  notes. 

c.  Initials  and  I— Indicates  that  the  administered  medication  was  ineffec¬ 
tive  or  did  not  achieve  the  desired  results,  as  specified  in  the  original  order; 
i.e.,  if  given  for  pain  the  pain  was  not  releived;  if  given  for  agitation,  the 
patient  remains  agitated.  The  use  of  this  code  requires  a  notation  regarding 
the  activity  and  its  results  in  the  progress  notes. 

d.  Initials  and  2!--Indicates  that  the  medication  was  not  administered  as 
ordered.  ‘This  documentation  requires  a  notation  in  the  progress  notes  regarding 
the  reason  for  omission  and  subsequent  followup  if  appropriate. 
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The  effectiveness  codes  can  be  used  for  all  controlled  substances  as  well  as  PRN 
medications  other  than  controlled  substances^  e.g.,  milk  of  magnesia,  Mylanta, 

etc. 
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Figure  23.  Exo-Tiple  of  the  use  of  codes  for  DA  Form  4673-1  (TEST) 

27.  Preparation.  Enter  all  patient  identification  data  as  indicated  on  the 
form, 

28.  Allergies.  Specify  the  presence  or  absence  of  allergies.  V/hen  known, 
indicate  specific  allergen. 

29.  Primary  diagnosis.  Enter  admission  diagnosis,  or  a  corrected  one  as  a 
definitive  diagnosis  is  made  or  another  condition  develops.  Add  other  diagnoses 
if  they  significantly  affect  care  to  be  given. 

30.  Recurring  medications  (see  fig  24).  _a.  Order  pate.  Enter  date  of  the 
current  order. 

Initialing,  The  individual  who  transcribes  an  order  must  initial  the 
specnied  block.  An  R.N  must  co-initial  all  orders  at  the  earliest  possible  time 
regardless  of  who  transcribes  (rewrites)  the  order.  An  P.N  cannot  co-initial  an 
order  which  he  or  she  has  transcribed.  The  RN's  initials  indicate  that  this 
person  checked  the  accuracy  of  the  transcription  against  the  order  on  DA  Form 
4256-1  (TEST)  and  is,  therefore,  accountable  for  its  accuracy  and  its 
appropriateness  from  a  nursing  standpoint. 

£•  Racurrinq  Medications,  Dose,  Frequency.  This  column  is  used  for 
recurring  crug  administration,  including  controlled  substances,  or  actions  when 
compliance  with  the  order  is  repetitive  and  scheduled.  The  complete  order,  as 
originally  written,  must  be  transcribed  to  this  section. 

Hour.  Specific  times  are  listed  vertically.  Each  space  is  for  a 
separlte  time  of  administration.  In  those  instances  where  medications  are 
ordered  every  1  to  2  hours,  two  times  may  be  entered  in  one  block.  Placement  of 
initials  must  correspond  to  placement  of  the  designated  time.  Orders  which  are' 
pervasive  throughout  tne  shift  and  are  not  time-related  or  sensitive  (e.g.,  IV 
rates,  oxygen  administration,  etc.)  are  indicated  by  xiesignating  the  inclusive 
times  for  each  shift;  e.g.,  07-15,  15-23,  and  23-07. 
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e.  Date.  The  top  row  of  spaces  is  used  to  indicate  the  day  the  action 
is  accomplished  or  medication  is  administered. 

■f*  Initial ing.  The  responsible  person  will  initial  the  block  opposite 
each  s'pecTfic  hour  Tine  for  administration  and  under  the  appropriate  date  column 
to  verify  compliance  with  the  order.  The  effectiveness  of  the  medication  may 
be  recorded  in  the  same  block  by  using  the  codes  (see  para  26). 
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Figure  24.  Example  of  recurring  medications  for  DA  Form  -4678-1  (TEST) 


£•  Discontinued  order.  When  an  order  Is  discontinued,  a  diagonal  line 
is  dra’wn  across  the  remaining  blocks  (if  a  single  line  order,  a  horizontal  line 
is  to  be  used).  OC/date/time/initials  is  written  above  the  line.  The  initials 
in  the  grid  box  are  bracketed  to  indicate  no  further  use  of  the  block's.  Use  of 
any  highlighter  is  not  authorized.  (See  fig  25.) 
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Figure  25.  Example  of  the  method  for  discontinuing  orders  on  the  DA  Form 
4678-1  (TEST) 

31.  Single  actions,  delayed  orders,  preoperatives  (see  fig  25).  _a.  A  single 

action  medication  order  which  is  not  completed  within  the  respd'nsible  i^N's  tour 
of  duty  becomes  a  delayed  order  and  is  transcribed  (rewritten)  to  this  section, 

b.  Order  Date.  Enter  date  of  the  current  order. 


Initialing.  The  individual  who  transcribes  an  order  will  initial  tne 
specified  block.  An  RN  must  co-initial  all  orders  at  the  earliest  possible  time 
regardless  of  who  transcribes  the  order.  The  RN's  initials  indicate  that  this 
person  checked  the  accuracy  of  the  transcription  against  DA  Form  4256-1  (TEST) 
end  is,  therefore,  accountable  for  its  accuracy  and  its  appropriateness  from  a 
nursing  standpo  nt.  • 

Single  Actions,  Delayed  Orders,  Rreooeratives.  The  complete  order, 
as  originally  written,  must  be  transcribed  to  tnis  column. 

e.  To  Be  Given.  Enter  the  date  and  time,  if  known,  the  drug  is  to  be 
ccmimstered;  Fill  in  "on  call"  if  so  ordered. 


£•  Oate/Time  Given/Initials.  Bate,  time,  and  initials  are  entered  after 
the  medication  is  acministered.  If  the  order  is  not  completed,  specify  the 
reason  and  initial  in  this  block.  Further  elaboration  may  be  made  in  the 
progress  notes,  as  appropriate. 
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Figure  26.  Example  of  single  actions,  delayed  orders,  preoperatives 
entry  for  DA  Form  4678-1  (TEST) 


32.  PRN  medications.  Use  when  the  time  of  administration  is  not  predictable. 
(See  fig  27.) 


”  I*  O^-der/Expir  (expiration)  Date.  Erter  the  date  the  current  order  is 

written  in  the  top  porti'or.r  If  applicable,  enter  the  expiration  date  in  the 
bottom  portion. 

k’  Initialing.  The  individual  v/ho  transcribes  an  order  must  initial 
the  specified  block.  An  RN  must  co-initial  all  orders  at  the  earliest  possible 
time  regardless  of  who  transcribes  the  order.  The  RN's  initials  indicate  that 
this  person  checked  the  accuracy  of  the  transcription  against  the  order  on  DA 
Form  4256-1  (TEST)  and  is,  therefore,  accountable  for  its  accuracy  and  its 
appropriateness  from  a  nursing  standpoint. 

c.  PR!i  Medication,  Dose,  Route,  Frequency,  Reason.  Indicate  the  medica¬ 
tion  to  be  aoministered,  dose,  route,  frequency,  and  reason;  e.g.,  Demerol,  50 
mg,  IM,  q4H  prn,  pain. 

I  T ime/Date/Reason/Initials/Effecti veness  Code.  Each  block  indicates 

a  separate  action.  The  person  compToting  the  action  enters  the  time,  date, 

‘  '  initials,  reason  for  administration,  and  the  code  designating  the  effectiveness 

I  of  the  medication  (see  para  26  for  code  explanation).  If  a  choice  of  route  or 

dose  is  given  in  the  order;  e.g,,  PO  or  IM,  (50-75  mg),  specify  the  route  and 
i  dose  administered. 
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Figure  27.  Exarnple  of  PRN  med’caticn  and  use  cf  codes  for  DA  Fcnr/ 
4673-1  (TEST)  and  SF  509 
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33.  Recopied  orders,  a.  When  space  in  the  Date  Dispensed  column  is  filled,  a 
double  line  is  drawn  across  the  entire  page  just  below  the  last  entry.  Directly 
below  this  double  line,  or  on  a  like  blank  form,  Recopied  Orders  is  written,  the 
dates  for  coming  days  are  filled  in,  and  each  order  still  in  effect,  to  include 
the  date  of  the  original  order,  is  recopied.  The  individual  copying  the  orders 
will  follow  the  Initialing  procedures  as  previously  described.  The  responsible 
RN  will  verify  these  orders  by  initialing  the  proper  column.  The  person 
transcribing  the  orders  authenticates  by  signature,  rank,  or  status  at  the  end 
of  the  transcription.  (See  fig  28.) 
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Figure  2‘8.  Example  of  recopied  orders  for  DA  Form  4678-1  (TEST) 


b.  In  the  event  that  orders  need  to  be  recopied  before  the  Date  Dispensed 
column  is  filled,  the  order  is  indicated  as  recopied  by  a  diagonal  or  single 
line  drawn  across  the  remaining  blocks.  Recopied/date/initials  are  written 
above  the  line.  Existing  initials  are  bracketed  to  indicate  no  further  use  of 
the  remaining  blocks.  (See  fig  29.) 
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Figure  29.  Example  of  recopied  order  with  unfilled  Date  Dispensed  area 
for  DA  Form  4678-1  (TEST) 
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SECTION  VII. 


CLINICAL  RECORD-NURSING  NOTES,  SF  510 


34.  Use.  This  form  will  not  be  used  for  the  duration  of  the  CNR  Study.  All 
narrative  nursing  notations  will  appear  on  the  SF  509. 


SECTION  VIII.  CLINICAL  RECORD-PROGRESS  NOTES,  SF  509 


35.  Purpose.  In  accordance  with  AR  40-66,  paragraph  7-llb,  "...Progress 
notes  will  describe  chronologically  the  clinical  course  of  the  patient.  They 
should  reflect  change  in  condition  and  results  of  treatment...." 

36.  General.  For  the  period  of  the  CNR  Study,  an  integrated  approach  will  be 
taken  towards  the  writing  of  progress  notes.  Health  team  members,  including  all 
nursing  personnel,  will  record  on  the  same  form  in  a  chronological  sequence. 

This  promotes  reading  of  each  other's  notations,  avoids  duplication,  decreases 
total  charting  required,  and  enhances  quality  and  continuity  of  care. 

a.  The  nursing  progress  notes  begin  with  an  admission  note,  unless  one 
was  written  on  DA  Form  3888-2  (TEST)  when  the  patient  was  admitted.  They  con¬ 
tinue  with  notes  during  hospitalization  and  conclude  with  a  final  note  on 
discharge  or  death. 

Nursing  personnel  will  cont’nue  to  use  DA  Forms  4677-1  (TEST)  and  DA 
Form  4678-1  (TEST),  and  other  approved  flowsheets  to  indicate  routine  activi¬ 
ties  or  therapy.  Specific  notations  of  the  petient's  response  will  be  written 
on  SF  509,  depending  on  the  prescribed  circumstances  further  defined  in  these 
guidel ines. 

c.  The  patient's  record  will  show  progress  or  lack  of  progress,  which-- 

(1)  Documents  objective  evidence  of  treatment  and  procedures. 

(2)  Indicates  that  medical  orders  are  followed  and  appropriate  care  is 
given  by  respextive  departmen^s. 

(3)  Documents  observations  that  describe  and  answer  questions 
regarding  what  the  patient  does,  how  he  or  she  does  it,  and  how  he  or  she  looks. 

(4)  Documents  patient  interactions  or  subjective  statements  which 
describe  what  the  patient  says,  how  he  or  she  says  it,  and  how  he  or  she  feels. 

37.  Preparation.  Enter  all  patient  identification  data  as  indicated  on  the 
form. 
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38.  Format  of  notations.  Notations  on  the  narrative  progress  notes  may  be  diary 
style  or  problem  oriented.  No  specific  charting  format  is  mandated.  However, 
components  of  the  nursing  process;  i.e.,  assessment,  plan,  implementation  and 
evaluation,  should  be  evident  in  the  progress  notes  written  by  the  nursing  per¬ 
sonnel.  The  following  "mechanics"  for  writing  the  note  are  to  be  followed: 

i.  All  notations  will  be  made  in  black  o*"  blue-black  ink. 

Each  notation  will  be  proceeded  with  the  date  and  time  of  the  entry  and 
the  nursing  care  plan  problem(s)  to  be  reflected  in  the  progress  note.  (See  fig 
30.)  The  problem  may  be  listed  by  number  or  name.  Such  identification  will 
facilitate  location  of  a  previous  nursing  entry  and  tracking  of  nursing  inter¬ 
ventions  for  quality  assurance.  If  there  are  no  specific  nursing  care  plan 
problems  to  be  reflected  in  the  progress  notes,  a  note  is  to  be  proceeded  with 
the  words  "Nursing  Entry"  or  "Nursing  Note". 


MEDICAL  RECORD 

PROGRESS  NOTES 

MESaPH 

/iHAn  a/aP^>6  ’ - - - - - - - - -  ' 

0^06  ^ - - - - 

(f 

Figure  30.  Example  of  nursing  notation  for  SF  509 


£.  Multiple  problems  may  be  referenced  in  one  note  provided  they  are  iden 
tified  in  the  opening  notation.  (See  fig  31.) 


MEDICAL  RECORD 

PROGRESS  NOTES 

iHKSSiBH 

/sr^c'  /{cP  ^  _ — 

—p - 

Figure  31.  Example  of  multiple  problems  referenced  in  progress 
note  for  SF  509 


id.  All  notes  will  close  with  the  signature,  rank,  and  title  of  the  person 
making  the  notation.  A  line  is  to  be  drawn  to  complete  unused  space  as 
necessary,  .oee  fig  32.)' 


jcCl  mm  _ 4^  XiUr  - 

■mtWTw  «i‘yTw  — TTmrr  w  i.  — - - 

Figure  32.  Example  of  close  of  progress  note  for  SF  509 
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e.  Entries  out  of  chronological  order  may  be  made  by  first  noting  the  date 
and  time  of  the  current  notation,  followed  by  an  indication  that  this  is  a 
recording  of  an  event  out-of -sequence.  No  attempt  is  to  be  made  to  "squeeze"  in 
this  data  to  fit  the  sequence  of  notations.  (See  fig  33.) 


- / 

dZy  LujUtdf  ^  u>/7H 

A/arr  jPs  PPP 

Figure  33.  Example  of  an  out-of-sequence  progress  note  for  SF  509 

f.  A  mistake  is  not  erased.  A  line  is  to  be  drawn  through  the  error  and 
marked  "error  in  recording"  followed  by  a  notation  of  the  correct  information. 
The  error  is  not  to  be  obliterated.  (See  fig  34.) 


dQkjtufV 

.  £rjtecd  /p  itfccdd/MC 

ff  1/ 

Figure  34.  Example  of  an  error  in  charting  for  SF  509 
5.  Standard  abbreviations  as  specified  in  AR  40-66,  Appendix  B  will  be 

used. 

h.  Block  charting,  such  as  the  notation  of  "0700-1500,"  is  not  to  be  used 
to  provide  a  summary  comment  of  happenings  during  the  preceeding  timeframes. 
Rather,  the  specific  time  the  notation  is  being  made  is  stated,  followed  by 
the  summary  statement.  (3ee  fig  35.) 


/6(Uf^ 

— - 

V_  ^  ^  ^ 

0.  ^  ^  adae^/*d4cz 

r.  ^  . . 

/CTi^t7C  ■  ■  ■  -  . 

(f  f  W 

Figure  35.  Example  of  a  summary  statement  for  SF  509 
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39.  Frequency  of  charting.  Frequency  of  charting  will  be  dictated  by  the 
patient  response  and  professional  responsibility  and  judgement  of  those 
authorized  to  chart  on  this  form  (see  para  40  below). 

a.  If  used  appropriately,  DA  Form  4677-1  (TEST)  and  DA  Form  4678-1  (TEST), 
will  subsume  the  majority  of  incidental  and  routine  charting  related  to  the 
efficacy  of  nursing  interventions  and  other  patient  responses.  The  coding 
systems  on  these  forms  indicate  when  charting  is  to  be  done  on  other  than 
"satisfactory  or  within  normal  limits"  or  "effective,  achieved  desired  results" 
occurrences.  Hence,  if  a  less  than  desired  result  or  response  is  noted,  a 
problem  has  arisen  and  the  subsequent  notation  by  the  nursing  personnel  in  the 
progress  notes  will  be  problem  oriented.  However,  this  does  not  preclude 

the  writer  from  making  a  notation  on  a  patient  even  in  those  instances  where 
all  has  gone  according  to  plan.  For  example,  a  note  may  be  necessary  to  add 
continuity  or  to  provide  a  succinct  summary  of  a  shift's  activity. 

b.  If  no  notation  appears,  it  indicates  that  the  previous  status  exists 
and  the  patient  received  care  in  relation  to  the  medical  orders  and  care  of 
other  health  professionals;  no  unusual  observations  were  made;  and  no  unusual 
activities  or  incidents  were  noted.  Hence,  charting  will  be  based  primarily  on 
exceptions  to  the  expected  course  of  the  patient's  treatment. 

c.  Notations  should  be  made  on  any  shift  as  frequently  as  necessary  to 
record  changing  conditions,  interventions,  and  responses  during  serious  or 
critical  problems. 

40.  Nursing  personnel  authorized  to  chart  on  the  SF  509.  All  nursing 
personnel  are  authorized  to  chart  on  the  SF  509. 

a.  Progress  notes  review.  Documentation  in  any  form  by  other  than  the  RN 
does  not  absolve  the  RN  (i.e.,  head  nurse,  charge  nurse,  team  leader,  etc.)  of 
the  responsibility  for  professional  supervision  and  review  of  nursing  care.  The 
RN  must  assess  the  individual  nursing  provider's  skill  level.  The  head  nurse, 
or  designee,  must  consider  the  quality  of  the  progress  notes  written  by  the 
paraprofessional  or  RN  to  be  meeting  professional  standards  and  medical  and 
legal  requirements.  Additional  training  may  be  done  on  an  individual  basis 
between  the  head  nurse  and  staff  members,  by  the  nursing  education  and  training 
service  at  the  MTF,  or  as  otherwise  designated  by  the  chief  nurse.  The  head 
nurse  will  periodically  review  progress  notes  written  by  staff  members. 

Nursing  student  charting.  The  issue  of  student  charting  will  be 
negotiated  by  the  Chief,  Department  of  Nursing  at  the  MTF  and  the  faculty 
representative  of  the  nursing  program. 

41.  Content.  What  the  recorder  determines  to  be  pertinent  is  related  to  his 
or  her  nursing  judgement.  However,  several  points  are  emphasized: 

a.  Documentation  of  patient  transportation  to  and  from  the  following 
areas  is  to  be  made: 

(1)  Operating  room. 

(2)  Recovery  room. 
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(3)  Treatment  off  the  MTF  premises. 

(4)  Transfer  to  another  unit. 

It  is  not  necessary  to  chart  routine  successful  transportation  to  various 
treatment  areas,  such  as  physical  therapy,  radiology,  etc.  Exceptions,  how¬ 
ever,  will  be  charted. 

Some  single  action  orders  will  require  an  assessment  of  the  interven¬ 
tion's  efficacy.  If  such  an  order  has  not  been  transcribed  to  either  DA  4677-1 
(TEST)  or  DA  4678-1  (TEST),  the  assessment  must  appear  in  the  progress  notes. 

In  most  instances,  this  will  apply  to  STAT  procedures  performed,  or  medications 
administered  during  a  change  in  the  patient's  condition.  For  example,  anginal 
pain  unrelieved  by  the  ordered  medication  is  subsequently  relieved  by  a  STAT 
dose  of  another  substance  as  ordered  by  the  physician.  Such  a  notation 
describing  the  problem  and  following  activities  must  appear  in  the  progress 
note.  If  there  is  any  question  whether  a  single  order  not  transcribed  needs  to 
be  noted  on  the  progress  note,  NOTE  IT!)  (See  fig  36.) 


u 

^00 

^ ^ ^  r  - 

a/t  (P  ■ 

3^  ■’  %  ^  ''  ii/6  /An  O'pi** 

—  “ 

(C^//R«f  M  mtf  r  ti^c) 

AfOaTIMNO  iVAPONO 

PROGRESS  NOTES 


iTMOworamiMtiiiM  ii-»n 
NvMHOuaa 
WBtiiOi}  iii-nioii 
ao»-tio 


Figure  36.  Example  of  charting  a  single  action  for  SF  509 

Negative  statements  should  be  avoided  unless  they  serve  a  useful  pur¬ 
pose.  Without  a  new  statement,  the  previously  documented  status  exists,  since 
charting  is  based  on  exceptions  to  the  expected  course  of  the  patient's 
treatment.  Entries  such  as  "denies  pain"  implies  that  the  patient  has  been 
asked  if  he  or  she  has  any  pain;  "no  complaints"  indicates  that  the  patient  did  not 
volunteer  any  information.  Examples  of  significant  negatives  which  ...ay  be 
included  are-* 
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(1)  “Dressing  dry“  immediately  after  surgery  and  once  each  shift  for 
the  first  24  hours.  If  at  any  time,  it  is  draining,  then  a  notation  will  be 
made  until  it  is  again  dry. 

(2)  For  a  non-elective  patient  who  is  admitted  with  a  specific  pain,  a 
statement  regarding  the  pain  or  absence  of  it  should  be  noted  at  least  once  each 
shift  for  the  first  24  hours.  If  the  patient  does  not  have  pain,  it  does  not 
have  to  be  recorded  shift  after  shift  with  entries  such  as  "denies  pain"  or  "no 
complaints". 

d.  Generalized,  judgemental  statements  without  supporting  facts  on  which 
such  judgements  were  made  are  to  be  avoided.  For  example,  "Patient  seems  to 
accept  the  loss  of  her  baby  without  seeming  too  upset,"  (What  was  said  to  make 
the  nurse  think  this?)  Quote  the  patient  directly,  more  frequently,  on  all 
shifts.  For  example,  "6  July  84,  0800,  NCP  #3,  Sally  has  said,  'the  doctor  told 
me  the  baby's  heart  wasn't  formed  right.  She  wouldn't  have  a  normal  life.' 
Patient  tearful,  husband  at  bedside.  Chaplain  here  too.";  then  later,  "6  July 
84,  1600,  NCP  #3,  Mrs.  Stewart  walking  in  the  hallway  with  husband,  said  to  the 
nurse  'I  had  a  good  cry  this  morning,  but  it  still  will  take  time,  won't  it?' 
Attempts  to  smile,  has  put  on  makeup  and  wearing  own  clothes  rather  than  hospi¬ 
tal  PJs.  Seems  to  be  working  through  the  grieving  process.  Continue  to  support 
and  allow  opportunities  to  express  feelings." 

e.  Be  specific  as  the  situation  is  seen.  Avoid  using  the  terms 
"appears"  and  "seems"  unless  additional  data  is  given.  "Appears"  may  only  be 
appropriate  in  relation  to  sleep  since  it  may  be  difficult  to  determine.  Re¬ 
cord  concisely. 

f.  Correlate  what  is  seen  with  what  is  known.  For  example,  if  the 
patient's  respirations  were  shallow  when  checked  for  the  first  time,  chart 
whether  they  are  less  shallow  or  the  same  the  next  time.  If  the  pulse  was  weak, 
the  next  time  chart  whether  the  pulse  has  become  weaker  or  stronger.  Since  such 
judgements  are  subjective,  only  the  person  making  the  first  judgement  can  deter¬ 
mine  whether  or  not  a  change  has  occurred.  Another  example:  If  a  particular 
medication  is  suspected  as  the  cause  when  the  patient  develops  blurred  vision  or 
any  symptoms  that  might  be  caused  by  the  medications  he  or  she  is  taking,  chart 
the  drug  received  immediately  after  the  symptoms.  Keep  in  mind  that  the  medica¬ 
tions  are  charted  on  a  separate  form  from  the  progress  note. 

5.  While,  as  much  as  possible,  the  narrative  notes  should  emphasize 
progress  or  lack  of  progress,  there  are  some  situations  of  accountability  which 
may  be  recorded  in  the  progress  notes.  Examples  of  such  accountability  infor¬ 
mation  are-- 

(1)  "Yellow  metal  wedding  band  removed  from  safe  at  wife's  request  and 
given  to  her  to  take  home." 

(2)  "Dr.  _ here,  told  patient  tissue  report  was  positive 

for  cancer,  but  he  felt  they  got  it  all  and  would  treat  with  radiation  as  an 
added  precaution." 

(3)  "Dr.  was  told  'patient  respiration  had  increased  to 

40;  BP  down  from  120/66  at  0830  to  84/40  at  0845.  Pulse  up  from  88  to  126; 
condition  poor,  etc'". 
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(4)  "Dr.  _ ^called  to  inquire  about  patient's  condition." 

(5)  "c/o  dizziness  after  taking  shower.  Instructed  not  to  be  up 
when  dizzy;  patient  unsteady  on  feet.  Instructed  to  put  light  on  when  he 
needs  to  get  up.  Told  to  put  the  call  light  on  when  he  asked  what  he  was  to  do 
if  he  needs  to  get  up.  He  said,  'Light  on'  when  asked  what  he  would  do  if  he 
needs  to  get  up."  (Record  instructions  given  to  the  patient). 

Ji.  Finally,  it  can  be  helpful  to  look  at  notes  from  other  disciplines 
to  gain  insight  into  the  assessment  process  at  various  stages  of  the  patient's 
recovery. 


SECTION  IX.  MEDICAL  RECORD— NURSING  DISCHARGE  SUMMARY,  DA  FORM  3888-5  (TEST) 

42.  Purpose.  DA  Form  3888-5  (TEST)  is  used  to  facilitate  summarizing  of  the 
patient's  progress  or  lack  of  progress,  provide  the  patient  with  a  copy  of  writ¬ 
ten  instructions  upon  discharge,  and  summarize  data  to  ensure  audit  criteria 
have  been  met. 

a^.  Areas  of  instructions  and  patient's  response  have  been  documented 
elsewhere  in  the  patient  record  (progress  notes,  approved  teaching  flowsheets, 
etc.).  The  discharge  summary  pulls  together  information  scattered  throughout 
the  chart. 

b.  DA  Form  3888-5  (TEST)  is  the  "discharge  nursing  note"  and  suffices  for 
a  lengthy  notation  at  discharge  on  the  SF  509.  All  that  is  required  on  the  SF 
509  when  the  discharge  summary  is  completed  is  "patient  discharged,  see  DA  Form 
3888-5  (TEST),"  or  words  to  that  effect. 

43.  Preparation.  DA  Form  3888-5  (TEST)  is  a  three-part  carbonless  form 
completed  at  the  time  of  discharge.  The  original  copy  becomes  f art  of  the 
patient's  inpatient  treatment  record;  the  second  copy  is  reviewed  with  the 
patient  and  retained  by  him  or  her  or  the  family;  the  third  copy  is  placed  in 
the  outpatient  treatment  record. 

a, .  Entries  may  be  made  by  nursing  personnel.  However,  regardless  of 
what  information  is  recorded,  and  by  whom,  the  RN  is  ultimately  responsible  for 
ensuring  the  accuracy  and  completeness  of  the  entries,  and  for  reviewing  the 
instructions  with  the  patient  or  significant  other  person  prior  to  discharge. 

b.  All  patient  identification  information  is  to  be  entered  in  the  space 
provided  on  the  form. 

44.  Content.  Information  on  this  form  should  be  pertinent,  factual,  and  writ¬ 
ten  in  terms  understood  by  the  patient. 

_a.  Complete  the  form  as  specified  by  each  section  of  the  summary. 

b.  The  writer's  initials,  followed  by  a  "yes"  or  "no,"  as  appropriate, 
are  recorded  in  all  blocks  related  to  patient  understanding  of  instructions. 

jc.  "N/A"  is  placed  in  those  spaces  not  applicable,  or  where  notation  is 
unnecessary. 
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CLINICAL  NURSING 


RECORDS  STUDY 


A  PROGRAMMED  INSTRUCTION 


CLINICAL  NURSING  RECORDS  STUDY 


A  PROGRAMMED  INSTRUCTION 


Purpoae 


The  purpose  of  this  program  Is  to  enable  you  to  correctly  use  the 
newly  developed  Clinical  Nursing  Records  Study  Forms. 


Objectives 


Upon  completion  of  this  program  you  will  be  able  to-- 

1.  Account  for  doctor's  orders  in  the  correct  manner  on  the  Clinical 
Record'-Doctor *6  Orders  for  Medications,  DA  Form  4256-1  (TEST). 

2.  Account  for  doctor's  orders  in  the  correct  manner  on  the  Clinical 
Record — Doctor's  Orders  for  Non-medications,  DA  Form  4256-2  (TEST). 

3.  Correctly  use  the  Clinical  Record--Therapeutlc  Documentation  Care  Plan 
(Medications),  DA  Form  4678-1  (TEST). 

4.  Correctly  use  the  Clinical  Record--Therapeutic  Documentation  Care  Plan 
(Non-medication)  DA  Form  4677-1  (TEST). 

5.  Account  for  Single  Action  and  Delayed  Orders. 

6.  Appropriately  use  codes  to  indicate  results  and  effectiveness  of 
nursing  actions. 

7.  Correctly  use  in  an  integrated  manner,  the  test  forms  and  the  Clinical 
Record — Progress  Notes,  SF  509. 


Instructions 


1.  Each  new  frame  presents  some  new  information  or  reviews  material  pre¬ 
viously  presented. 

2.  Write  your  response(s)  in  the  spaces  provided  in  the  progtsm. 


3.  Look  at  the  correct  re8ponse(s)  only  after  you  have  made  your  own 
response. 


4.  The  programmed  text  is  designed  to  be  used  in  conjunction  with  the 
Clinical  Nursing  Records  Study-*Form  Guidelines.  You  should  have  copies  of 
all  test  forms  and  guidelines  for  reference  as  you  read  through  the  text. 
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5.  The  following  short  titles  for  each  test  fom  described  In  the 
programmed  text  are  listed  below. 

Hote.  Short  titles  are  Indicated  In  parenthesis  following  the  full 
form  name  and  number. 

a.  Medical  Record^Nurslng  History  and  Assessment,  DA  Form  3888-2 
(TEST)  (Hurslng  History  and  Assessment  form) 

b.  Medical  Record--Nursing  History  and  Assessment  (Continued),  DA 
Form  3888-3  (TEST)  (Nursing  History  and  Assessment  Continuation  form) 

c.  Medical  Record- -Nursing  Care  Plan,  DA  Form  3888-4  (TEST)  (Nursing 
C&re  Plan  form) 

d.  Clinical  Record— Doctor's  Orders  for  Medications,  DA  Form  4256-1 
(TEST)  (Doctor's  Orders  for  Medication  form) 

e.  Clinical  Record— Doctor's  Orders  for  Non-medications,  DA  Form 
4256-2  (TEST)  (Doctor's  Orders  for  Nonmpdication  form) 

f.  Clinical  Record- -Therapeutic  Documentation  Care  Plan  (Non- 
medlcatlon),  DA  Form  4677-1  (TEST)  (Nonmedication  Therapeutic  Care  Plan 
form) 


g.  Clinical  Record--Therapeutlc  Documentation  Care  Plan  (Medications), 
DA  Form  4678-1  (TEST)  (Medication  Therapeutic  Care  Plan  form) 

h.  Medical  Record--Nurslng  Discharge  Summary,  DA  Form  3888-5  (TEST) 
(Nursing  Discharge  Summary  form) 
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PART  I 
GENERAL 


Read  Down  The  Page 


1.  AR  40*407  governs  the  use  of  the 
doctor's  orders  and  nursing  records. 
However,  for  the  test  of  the  proposed 
new  foms,  the  special  guidelines 
will  be  used. 


The  use  of  the  doctor's  orders  and 
nursing  records  is  governed  by  AR  *  ; 

however,  for  the  test  of  the 

proposed  new  foms  _ 

_  will  be  used. 


AR  40-407, 
special  guidelines 


2.  Registered  nurses  on  the  unit 
are  responsible  for  the  complete¬ 
ness,  accuracy,  and  appropriateness 
of  entries  made  by  the  paraprofes- 
sional  personnel  they  supervise. 


No  answer  required. 
Go  on  to  the  next  frame. 


3.  Initiation  of  a  pemanent 
clinical  record  is  an  essential 
part  of  the  inpatient  admission 
procedure. 


Initiation  of  a  permanent 
clinical  record  is  an  essential 
part  of  the  _ _ 
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inpatient  admission  procedure 


4.  Entries  may  be  printed  or 
written  in  longhand,  but  must 
be  legible. 


Clinical  record  entries  may  be 

_  or  _  in 

longhand. 


printed;  written 


5.  All  entries  will  be  made  with  a 
pen  using  reproducible  black  or 
blue-black  ink. 


Entries  on  clinical  records  must  be 

made  with  a  _  using 

_  black  or 

ink. 


pen;  reproducible;  blue-black 


6.  Erasures  of  any  information  in 
the  clinical  record  are  prohibited. 


You  are  _  from 

_  any  information  in 

the  clinical  record. 


prohibited;  erasing 
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7.  To  correct  an  error,  a  line  will 
be  drawn  through  an  incorrect 
entry.  The  initials  of  the 
person  making  the  entry  will  be 
placed  above  the  lined  out  entry. 
Correct  information  will  be 
recorded  following  the  lined  out 
entry . 


Errors  are  corrected  by 

_  through  the  incorrect 

entry  and  _ .  Correct 

information  will  be  recorded 
_  the  entry. 


lining;  initialing; 
following 


8.  A  basic  requirement  in  the  prep¬ 
aration  of  all  clinical  records  is  to 
enter  the  patient's  identifying 
information.  The  addressograph  plate 
contains  all  necessary  information. 

This  information  includes:  The  patient's 
last  name,  first  name,  middle  initial, 
rank,  hospital  number,  social  security 
number  (sponsor's  social  security  number 
will  be  used  for  dependents),  the 
date,  name  of  the  facility,  and  nursing 
unit . 


No  answer  required. 
Go  on  to  the  next  page. 
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PART  II 


THE  NURSING  PROCESS 


9.  The  nursing  process  is  a 
systematic,  problem  solving  thought 
process  which  is  essential  to 
accomplishing  specific, 
predictable,  individualized  care. 

The  process  consists  of  four 
phases:  a.  Assessment  and  appraisal, 
b,  planning,  c.  implementation,  and 
d.  evaluation. 


The _ is  a 

systematic,  problem  solving  thought 
process  which  is  essential  to 
accomplishing  specific, 
predictable,  individualized  care. 
The  process  consists  of  four 

phases:  a.  _ , 

b.  _ ,  c.  _ , 

and  d. 


nursing  process; 
assessment  and  appraisal; 

planning ; 
implementation ; 
evaluation 


10.  The  assessment  and  appraisal  are 
the  nursing  history:  the  gathering  of 
data  from  the  patient,  other  informed 
persons,  and  patient  records.  Based 
on  the  history,  the  RN  completes  a 
nursing  assessment  and  initiates  a 
plan  of  care.  The  assessment  phase 
is  completed  within  2A  hours  of  the 
patient's  admission. 
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The  assessment  and  appraisal  are  f.he 

_ :  the 

gathering  of  data  from  the  patient, 
other  informed  persons,  and  patient 
records.  Based  on  the  history,  the 
RN  completes  a  nursing  assessment  and 
initiates  a  plan  of  care.  The  assess 
ment  phase  is  completed  within 

_  of  the 

patient's  admission. 


nursing  history,  24  hours 


11.  Planning  is  the  development  of 
the  nursing  care  plan  which  is  devised 
from  the  Initial  and  on-going 
assessment  of  the  individual 
patient's  needs.  The  care  plan 
consists  of  a  problem  list, 
expected  outcomes  or  goals,  and 
discharge  considerations  to  be 
accomplished  by  nursing  Intervention. 
Planned  nursing  interventions  are 
written  as  nursing  orders.  The 
nursing  orders  are  a  vital  means  of 
communicating  nursing  interventions 
to  all  care  providers.  The  nursing 
orders  are  essential  for  account¬ 
ability  and  responsibility  in  the 
documentation  of  care. 


Planning  is  the  development  of  the 
nursing  care  plan  which  is  devised 

from  the  _ and 

_ - _  assessment  of  the 

Individual  patient's  needs.  The 
care  plan  consists  of  a  problem 
list,  expected  outcomes  or  goals,  and 
discharge  considerations  to  be 
accomplished  by  nursing  intervention. 
Planned  nursing  interventions  are 
wr  1 1 1 sn  ss 

The  nursing  orders  are  a  vital  means  of 
conununicating  nursing  Interventions 
to 
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Initial;  cn-going; 
nursing  orders; 
all  care  providers 


12.  Implementation  of  the  nursing 
process  includes  nursing  actions 
determined  by  the  nursing  care  plan. 
The  delegation  of  nursing  care  to 
other  care  providers  is  the  respon¬ 
sibility  of  the  head  nurse  or  desig¬ 
nated  charge  nurse.  The  implementa¬ 
tion  phase  concludes  when  the  nurse's 
actions  are  completed  and  recorded. 


Implementation  of  the  nursing  process 
includes  nursing  actions  determined  by 
the  nursing  care  plan.  The  delegation 
of  nursing  care  to  other  care  providers 
is  the  responsibility  of  the  head  nurse 
or  designated  charge  nurse.  The  imple¬ 
mentation  phase  concludes  when  the  nurse's 
actions  are  and 


completed;  recorded 


13.  Evaluation  is  considered  in 
terms  of  how  the  patient  responded 
to  the  planned  action.  Evaluation 
of  the  effects  of  actions  during  and 
after  the  implementation  phase  deter¬ 
mines  the  patient's  response  and  the 
extent  to  which  immediate,  intermediate, 
and  long-range  goals  were  achieved. 


^  A 

^iiaoc 
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Evaluation  is  considered  in  terms 

of  how  the  patient _ to 

the  planned  action.  Evaluation  of 
the  effects  of  actions  during  and 
after  the  implementation  phase  de¬ 
termines  the _ 

fisid  the  extent  to  which  immediate, 
intermediate  and  long-range  goals 
were  achieved.  This  evaluation 
phs.se  is  also  documented. 


responded,  patient's  response 


14.  The  Army  Department  of  Nursing 
records  complement  each  other  so 
that  when  the  clinical  record  is 
reviewed,  the  documentation  will 
reflect  the  nursing  process,  i.e., 
assessment  of  the  patient, 
planning,  Implementing  and 
evaluating  the  nursing  care  to  meet 
the  patient's  individual  needs. 

All  forms  must  be  completed.  Forms 
which  document  the  nursing  process 
consist  of-- 

a.  A  nursing  history  (interview) 
and  assessment  on  the  Nursing 
History  and  Assessment  form,  DA 
Form  3888-2  (TEST). 

b.  A  nursing  care  plan  documenting 
identified  patient  problems  (or 
nursing  diagnoses,  as  appropriate), 
goals,  and  discharge  considerations 
on  the  Nursing  Care  Plan  form,  DA 
Form  3888-4  (TEST). 

c.  Plans  documented  as  nursing 
orders  on  the  Therapeutic 
Documentation  Care  Plan  forms. 
Non-medication,  DA  Form  4677-1  (TEST), 
and  Medication,  DA  Form  4678-1  (TEST). 

d.  Discharge  preparations, 
documented  as  a  nursing  discharge 
summary  on  the  Nursing  Discharge 
Summary  form,  DA  Form  3888-5  (TEST). 
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e.  Evaluation  of  the  patient's 
progress  and  effectiveness  of 
nursing  interventions  as  documented 
on  the  Clinical  Record--Progres6 
Notes  (SF  509),  the  Therapeutic 
Documentation  Care  Plan, 

Non-medication,  DA  Form  4677-1  (TEST),  or 
the  Therapeutic  Documentation  Care 
Plan,  Medication,  DA  Form  4678-1  (TEST). 


The  Army  Department  of  Nursing 
records  complement  each  other  so 
that  when  the  clinical  record  is 
reviewed,  the  documentation  will 
reflect  the  nursing  process,  i.e., 
assessment  of  the  patient, 
planning,  implementing,  and 
evaluating  the  nursing  care  to  meet 
the  patient's  individual  needs. 

All  forms  must  be  completed.  Forms 
which  document  the  nursing  process 
include-- 

a.  A  nursing  history  (interview)  and 
assessment  on  the  _ 


form,  DA  Form  3888-2  (TEST). 


Nursing  History  and  Assessment 


b.  The  nursing  care  plan 
documenting  identified  patient 
problems  (or  nursing  diagnoses,  as 
appropriate),  discharge 
considerations,  and  goals 

recorded  on  the  _ 

_  form, 

DA  Form  3888-4  (TEST). 


Nursing  Care  Plan 
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c.  Plans  documented  as  nursing 
orders  recorded  on  the 


form,  DA  Form  4677-1  (TEST). 


Therapeutic  Documentation 
Care  Plan,  Non-medication 


d.  Discharge  preparations 
documented  as  a  nursing  discharge 

summary  recorded  on  the  _ 

_  form, 

DA  Form  3888-5  (TEST). 


Nursing  Discharge  Summary 


e.  Evaluation  of  the  patient's 
progress  and  effectiveness  of 
nursing  interventions  documented 

on  the  _ 

(SF  509),  the  _  _ 


DA  Form  4677-1  (TEST),  or 
the 


,  DA  Form  4678-1  (TEST). 


Clinical  Record--Progre6s  Notes; 
Therapeutic  Documentation  Care  Plan,  Non-medication; 
Therapeutic  Documentation  Care  Plan,  Medication; 


Go  on  to  the  next  page. 


12 


E-77 


PART  III 


TEST  FORMS 

Note.  Short  titles  are  indicated  in  parenthesis  following  the 
full  form  name  and  number. 

Page 

Medical  Record--Nur8ing  History  and  Assessment,  DA  Form 

3888-2  (TEST)  (Nursing  History  and  Assessment  form) .  14 

Medical  Record — Nursing  History  and  Assessment  (Continued) 

DA  Form  3888-3  (TEST)  (Nursing  History  and  Assessment 

Continuation  form) .  17 

Medical  Record--Nursing  Care  Plan,  DA  Form  3888-4  (TEST) 

(Nursing  Care  Plan  form) .  19 

Clinical  Record-'Doctor's  Orders  for  Medications, 

DA  Form  4256-1  (TEST)  (Doctor's  Orders  for  Medication  form) .  26 

Clinical  Record--Doctor 's  Orders  for  Non-medications,  DA 

Fottti  4256-2  (TEST)  (Doctor's  Orders  for  Nonmedication  form) .  26 

Clinical  Record--Therapeutic  Documentation  Care  Plan  (Non¬ 
medication),  DA  Form  4677-1  (TEST)  (Nonmedication  Therapeutic 
Care  Plan  form) .  39 

Clinical  Record--Therapeutic  Documentation  Care  Plan 

(Medications),  DA  Form  4678-1  (TEST)  (Medication  Therapeutic 

Care  Plan  form) . 53 

Medical  Record--Nur8ing  Discharge  Summary,  DA  Form  3888-5  (TEST) 
(Nursing  Discharge  Summary  form) .  81 


13 

E-78 


Medical  Record- -Nursing  History  and  Assessment ,  DA  Form 

3888-2  (TEST) 


(Nursing  History  and  Assessment  form) 


15.  Data  entered  on  this  form  represents  baseline  health  status  informat¬ 
ion  needed  by  the  nurse  to  plan  care.  The  information  may  be  obtained  from 
the  patient,  other  informed  persons,  and  the  patient  records. 

The  front  portion  of  the  form,  containing  a  brief  series  of  questions, 
provides  a  guideline  for  the  interview.  Date  and  time  of  admission  with 
admitting  diagnosis  (as  specified  by  the  physician)  are  to  be  recorded  in 
the  provided  spaces.  Responses  by  the  patient  may  be  recorded  nex^  to  the 
questions  in  the  provided  area.  If  additional  space  is  required,  the 
history  may  be  continued  on  the  History  and  Assessment  Continuation  form, 

DA  Form  3888-3  (TEST).  Spaces  are  provided  for  the  recording  of  informa¬ 
tion  to  assist  in  contacting  next  of  kin,  or  in  their  absence,  another 
person  designated  as  a  point  of  contact  (e.g.,  company  commander,  first 
sergeant,  support  person,  etc.)  for  concerns  arising  as  a  result  of  the 
hospital  episode.  The  person  collecting  the  data  is  to  sign  name,  rank  , 
and  title  and  list  from  whom  the  data  was  obtained  in  the  "informant"  area 
(e.g.,  "patient,"  "mother-  Mrs.  John  Doe,"  etc.).  A  space  is  provided  for 
the  noting  of  the  disposition  of  articles  brought  to  the  hospital. 
Initialing  of  the  disposition  by  the  interviewer  attests  to  where  such 
items  were  consigned.  It  is  not  interpreted  to  mean  the  interviewer  was 
the  one  who  actually  placed  the  article(6)  in  the  designated  area.  The 
nursing  history  (interview)  is  obtained  by  the  nursing  personnel. 

The  reverse  side  of  the  Nursing  History  and  Assessment  form  provides  an 
area  for  additional  assessment  data.  The  nursing  assessment  is  completed 
and  recorded  by  the  registered  nurse  within  24  hours  of  admission.  If 
completedand  recorded  at  admission  it  will  serve  as  the  admission  nursing 
note.  The  nursing  assessment  is  reviewed  and  updated  as  additional  data 
are  collected  and  patient  needs  and  potentials  change. 

It  'i  important  to  take  note  that  the  RN  may  use  multiple  modalities  to 
collect  patient  data  from  which  a  plan  of  care  is  developed  which  addresses 
identified  needs  and  potentials.  However,  regardless  of  what  data  is 
col lected,  and  ^  whom,  the  registered  nurse  is  ultimately  charged  with  the 
responsibility  to  ensure  validity  and  reliability  of  the  col lected  data. 


No  answer  required. 

Go  on  to  the  next  page. 
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EXAMPLE !  Nursing  History  and  Assessment  form,  DA  Form  3868-2  (TEST) 


EXAMPLE;  Nursing  History  and  Assessment  form  (Reverse  side) 


A^'tSSMtNT  CATIOOf^lCS  Cj  ‘V’l  CoMtMt  of 

OOttM  cC'^Cilion  of  litt 

I  QfOwlh,nOC»^»m»ot  fl|  r>,ln.  Loctfo.^.  f*<JU»*or.  ««rit»or*. 

I.  MturofOflUl  IVW.rtiM 

•)  OfMnlftlon  in|r«lt«o«^»CiC  tgbot  tn^/Of  Ot»ulr>«t 

0)  of  Co**»ClouinMa.  Ctort,  Orovrty.  t.  ^Imonory 

MIHtfffC.  eomMoW.  Roapontn  to  •>  Rot(Hr*tfoo*  R«to.  rofuuotr^ 

«*rOal*n«  poinfulfllmwil  Ablitty  to  UW  of  KCOWOry  muiciot. 

folfow  commandt  RafMiM  nooto'nai/oaoornai  0yM>rv«a  Cf>*i1 

c)  Oo»<7iM  «0nof  mailt »M  mo««m«At  auocialM  wtih  raipiraiiant 

S  Cyoa,  Cjrv  fHOM.  ortd  Ttiroat  R)  0'«atf>  «oun««  C>aar  to  auicvftaiion, 

a)  Cyat  Ruoii*.  *iaiof*  Aataa.  «honcM,  Wfva.1**.  ate. 

M  Cart  Haarinf  Qrairtaft  C)  Oayoan  PorcanI  flva*'  lltartrmln,  matftod 

c|  Noaa  Nhmorryiaa.  naw*  w^fwy/tfaum#  of  adminutration.  contmuoua  or  pRn 

«)  TProoti  sora,  dlfficuitv  «rallOMln«,  «)  Cov^  foulirm.  awClionlrtt 

i«*«*rtlon  fymoft  wooaa  , 
a»  Ooiaroa  aOnormalftfoa  * 

a  Ca'0lo«a»cuU>  AOOomloal  AuKuttaflon  (trowal  lOurtOi 

a)  SMr^  color.  t*mo.Ho#Pf.moiftort  Oroaar»t).  palpitation.  abOomir>aHirth 

to)  Pofipna<ai  Circutalloni  Kiim.  aooma.  maatoromeni  tif  appucabia) 

_ #»tramlUaa  0^  Oro«t>''fa  anOror  0falnt  _ 

OAfORM  jags'?  (T(ST)  (Mayoraa) 


T.  Canllourinary 

a)  Urir>aiion  Continancy.  paltarn  efunta 

0)  ramaia  varnai  OiKha'pa.  lmp,  uit  pap 
imaar  (if  apPMcab^),  ate 
O  Mala  Aonormai  altc^arta.  twaiiini  pam 
I.  Irtta^umantary 

a|  LatJont,  praoura  point!,  conlraclwrat 

b)  Color,  moiltura,  acama.  turpor.  cfvanoa  in 
pifmantation 

9  MuicuioikaMUi 

a)  Mo^rarrianl  PurPOMful/Non  0«J'0O*afui 

ROM,  mutcia  ttian^tn.  laval  o*  uiu«i 
activity 

b)  Pool  cara  (ai  appiicaOM)  tCOboaa 
19.  Ptycno-Socui 

a)  AdJuttrrMnt  to  hotpitailialio'' and 

Mlnau.  mannar.  mooo,  ir«rM»«>v 
raiatiOA  to  pa>»ont  aroono  tr>am 

nC^CRCNCe  da  Pam  40-9 

AMtoO  Sldf  of  Noftma 
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Medical  Record'-NurslnR  History  and  Assessment  (Continued) 

DA  Form  3888-3  (TEST) 

(Nursing  History  and  Assessment  Continuation  form) 


16.  The  Nursing  History  and  Assessment  Continuation  form  provides  space 
for  the  continuation  of  data  collected  during  either  the  nursing  history 
(interview)  or  the  nursing  assessment. 
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EXAMPLE :  Nursing  History  and  Assessment  Continuation  form, 

DA  Form  3888-3  (TEST) 


OA  Fo^tT^  38^  3  ittsTi 
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Medical  Record--NursinR  Care  Plan,  DA  Form  3888-4  (TEST) 


(Nursing  Care  Plan  form) 


17.  This  form  should  reflect  the  "product"  of  initial  and  on-going  assess¬ 
ments  of  an  individual  patient's  needs.  The  care  plan  consists  of  columns 
indicating  the  date  a  problem  is  identified,  an  area  for  problem  statement, 
the  goal  to  be  achieved,  and  the  date  accomplished.  Interventions  to 
achieve  the  goal  may  appear  as  nursing  orders  or  physician's  orders  on 
either  the  Nonmedication  Therapeutic  Care  Plan  form  or  the  Medication 
Therapeutic  Care  Plan  form.  An  area  is  provided  to  note  discharge 
considerations  which  should  be  assessed  as  close  to  the  admission  date  as 
possible.  A  new  addition  to  this  form  appears  at  the  bottom  of  the  page. 
Nursing  diagnostic  categories  are  provided  as  suggested  guides  to  stimulate 
thought  by  the  registered  nurse  during  care  plan  development.  The  Nursing 
Diagnostic  Category  Guidelines,  in  and  of  themselves,  are  not  a  problem 
list . 


Three  patient  situations  are  provided  with  various  care  plan  formats  to 
demonstrate  how  a  care  plan  can  be  developed  at  the  time  of  admission.  The 
various  forms  within  this  documentation  system  are  interrelated.  An  inte¬ 
grated  record  with  planned  care  is  the  result.  Thus,  no  one  form  can  "stand 
alone . " 


No  answer  required. 

Go  on  to  the  next  page. 
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Patient  Situation  1 


Mrs.  Price  is  a  28  year  old,  Gl,  PO,  AbO,  admitted  14  July  1984  in  active 
labor.  There  are  no  fetal  heart  tones  discernable  on  your  initial  exam. 
She  delivers  a  stillborn  infant  male;  cause  of  death  cord  related.  She 
resides  off-post  in  a  one-bedroom  apartment  with  husband,  E-4  Eric.  She 
has  missed  several  OB  visits  according  to  the  medical  records  review. 

The  following  care  plan  is  developed: 


Diilhj'l*  Coniidff  jnon\  ^  ^  Ay  ^  ^ 


E-85 


Discussion : 


The  care  plan  was  developed  utilizing  an  accepted  nursing  diagnosis 
(as  specified  by  the  Fifth  National  Conference  of  Nursing  Diagnosis).  The 
goal  of  the  nursing  staff  is  assisting  Mrs.  Price  to  enter  an  acceptable 
pattern  of  grieving.  Documentation  to  achieve  this  goal  may  be  found  on 
the--  1)  Medication  Therapeutic  Care  Plan  form  (DA  Form  4678-1  (TEST)  to 
indicate  physician  ordered  sedatives  and  their  administration;  2)  Non¬ 
medication  Therapeutic  Care  Plan  form  (DA  Form  4677-1  (TEST)  to  indicate  a 
nurse  has  made  a  referral  to  the  community  health  nurse  for  a  home  visit 
or  to  social  services  for  an  inpatient  visit  and/or;  3)  Progress  Notes 
form  to  address  areas  of  attentive  listening,  provided  acceptance,  ventila¬ 
tion  of  emotions  by  the  patient,  or  evidence  of  Mrs.  Price's  ability  to 
learn  health  management  in  the  post  partum  period.  This  care  plan  is  in 
addition  to,  or  persona  1  izes  many  overprints  which  may  be  in  use  within  the 
OB  setting. 


No  answer  required. 
Go  on  to  the  next  page. 
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Patient  Situation  2 


Mr.  Jackson  Pratt,  47  years  old,  was  transferred  from  an  outlying  medical 
facility  in  a  comatose  state.  His  provisional  diagnosis  is  "Atypical 
Guillian  Barre."  The  initial  assessment  of  Mr.  Pratt  reveals  absence  of 
all  protective  reflexes.  His  only  fluid  intake  is  Isocal  feedings  lOOcc/hr 
per  dophoff.  There  is  no  IV.  Urinary  output  is  less  than  30cc/hr  average. 
His  wife  is  present  and  is  the  only  available  historian  of  events.  She 
relates  displeasure  over  previous  care  provided  and  informs  you  that  she  is 
seeking  litigation. 

The  following  care  plan  is  developed: 


MtoicAi.  RfcoBD  -  NURSING  CARE  PLAN 

fo*  wM  oi  tn<t  torrr\  OA  Ltr  AO  p«opon«Al  ppancy  il  iha  OMic*  ol  Th*  Su'faori  aar>«r«) 

(N&TtluCTiONS  Nwmp«f  ana  iniilai  Men  raeo'ding 
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Capceicd  Ouicomei  (Goa>i) 
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mm 
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V 
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/ 
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f  i/  /  (T  iP 

nz: 
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. . V 
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77 
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ir  i 

MWjeCA^  nursing  CARt  PLAN  (tONUSuil)' 
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Discussion 


This  care  plan  was  developed  utilizing  presented  patient  problems. 
Since  the  patient  is  comatose,  the  care  plan  does  not  reflect  a  problem 
verbally  stated  by  the  patient  .  Problem  1  indicates  a  low  urinary  output 
with  a  goal  of  UOP>30cc/hr  average.  Nursing  actions  to  meet  the  goals  are 
identified  in  conjunction  with  the  patient's  lab  data  and  physician's  plan 
of  care.  The  nursing  actions  would  be  recorded  on  the  Nonmedication  Thera¬ 
peutic  Care  Plan  form.  Such  actions  may  include-- 


a . 

Isocal  lOOcc/hr 

07 

15 

23 

b. 

Flush  Feeding  System 

07 

after  each  Ahrs  of 

15 

feeding  with  120cc  H  0 

2 

23 

c . 

Cranberry  Juice  120cc 

07 

every  shift 

15 

23 

d. 

Prune  Juice  120cc 

07 

every  shift 

15 

23 

The  types  of  fluid  reflect  thought  by  the  nursing  staff;  i.e.,  free  water, 
cranberry  juice  to  increase  acidity  of  urine  and  thereby  help  prevent 
stones,  and  prune  juice  which  could  be  an  intervention  on  another 
identified  problem  involving  GI  motility. 

If  the  patient's  length  of  stay  exceeds  an  accepted  timeframe  set  by  the 
nursing  unit  which,  in  this  instance,  is  1  month,  a  review  of  the 
problems/nursing  diagnoses  is  made  with  notation  of  resolution  or  conti¬ 
nuation.  A  temporary  resolution  should  be  noted;  the  previously  stated 
problem  now  becomes  a  potential  problem. 


No  answer  required. 

Go  on  to  the  next  page. 
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Patient  Situation  3 


Discussion: 


This  care  plan  again  utilises  the  nursing  diagnosis  format.  There  is 
one  major  goal  listed  with  four  objectives.  The  major  goal  is  not  achieved 
(accomplished)  until  each  objective  is  accomplished.  Nursing  actions  are 
reflected  in  their  appropriate  areas.  Documentation  regarding  attained 
resolution  of  each  objective  may  include,  but  not  be  limited  to-- 


a.  Improved  respiratory  function 

(1)  Active  participation  of  client 

(2)  Improved  breath  sounds 

(3)  Adequate  ABG's 

(4)  Improved  pulmonary  function  studies 


b.  Mobilization  of  secretions 

(1)  Production  of  sputum 

(2)  Improved  breath  sounds 


c.  Maintenance  of  a  patent  airway 

(1)  Performance  of  nonlabored  breathing 

(2)  Maintaining  normal  activities 


d.  Need  fvr  minimal  suctioning 

(1)  No.  of  times  suctioning  performed 

(2)  No.  of  times  suctioning  required 
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Clinical  Record — Doctor's  Orders  for  Medications,  DA  Form  4256-1  (TEST) 
(Doctor's  Orders  for  Medication  form) 

Clinical  Record- -Doc tor's  Orders  for  Non-medications  Form, 

DA  Form  4256-2  (TEST) 

(Doctor's  Orders  for  Nonmedication  form) 


18.  Doctor's  Orders  for  Medication 
and  Nonmedication  forms  are 
three-part  carbonless  forms, 
maintained  in  the  patient's  chart. 
The  original  copy  of  each  form 
remains  with  the  permanent  record. 
The  second  copy  (pink)  is  sent  to 
the  pharmacy.  The  pharmacy  receives 
a  copy  of  ALL  orders.  The  ward  copy 
(yellow)  is  used  to  communicate  all 
orders  to  the  nursing  staff. 


No  answer  required. 

Go  on  to  the  next  frame. 


19.  Doctor's  Orders  for  Medication 
form  (DA  Form  4256-1  (TEST)) 
is  utilized  for  medication  orders 
ONLY,  inclusive  of  medications  in  any 
form:  Intravenous,  Oral,  Intramuscular, 
Inhalation  or  Topical. 


The 


form  (DA  Form  4256- 1 (TEST) ) 
is  utilized  for  medication  in  any  form. 


Doctor's  Orders  for  Medication 
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20.  50  mg.  Demerol  IM  q4h  prn  is 

written  on  the  _ 

form. 


Clinical  ftecoHO  DOCTOR'S  ORDERS  FOR  MEDICATIONS  I 

f  O'  UM  uMhit  form.  DA  LU  40  8&  .  piopo'^cfit  §9»n<y  i%  th*  Of«lc*  of  Th#  Suf»»on  ) 

THE  DOCTOR  SMALL  RECORD  DATE  TIME  > 
INDICATE  problem  NUMBER 

MEDICA 

»ND  SIGN  EACH  SET  OE  ORDERS  IF  PROBLEM-ORIENYED  MEDICAL  RECORD  SYSTEM 

TIONS  ONLY 

INITIALS 

PATIENT  lOLNTiPiCATlON 

DATE  OF  ORDER  TIME  OF  ORDER 

A/Ou,^  V  - HOURS 

Tim«  NotPO 

•na 

TranicfiPffO 

Tim«  StngM 

Ora«r  Don* 

- 

QhJL^  /Tfc. 

f-  '"7 

/  fi/doVmnL  S77jr>TP  I 

HHI 

mm 

ROOM  NO 

^4 

HHI 

BB 

SB 

PATIENT  IDENTIFICATION 

DATE  OF  ORDER  TIME  OF  ORDER 

,,  ..  .  HOURS 

NURSING  UNIT 

ROOM  NO 

8E0  NO 

Doctor's  Orders  for  Medication 


21.  The  Doctor's  Orders  for 
Nonmedication  form  (DA  Form  4256-2  (TEST)) 
is  utilized  only  for  nonmedication 
orders . 


The  only  oiuers  to  be  written  the 
Doctor's  Orders  for  N^nmedication  form 
are 
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Noninedication  Orders 


22.  Vital  signs  q4h  will  be  ordered 

on  the  _ 

form. 


Doctor's  Orders  for  Nonmedication 
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23.  Patient  identification  data 
will  be  entered  on  each  form  as 
directed  by  AR  40-66. 

Addressograph  plates  should  be  used 
in  each  part  marked  Patient 
Identification.  The  portion 
indicating  nursing  unit,  room 
number  and  bed  number  may  be 
utilized  as  appropriate. 


No  answer  required. 
Go  on  to  the  next  frame. 


No  answer  required. 
Go  on  to  the  next  frame. 


25.  Groups  of  orders  written  at  one 
time  for  the  same  patient  require  one 
entry  per  sheet.  Overprinted  standing 
orders  on  forms  must  be  signed  by  the 
prescriber.  Nonapplicable  standing 
orders  will  be  lined  out  and  initialed 
by  the  physician  initiating  the  orders. 
All  prescriber's  signatures  MUST  have 
the  prescriber's  identification 
stamp.  Orders  are  written 
sequentially  with  unused  portions 
of  the  order  form  blocked  out  if  a 
new  form  is  initiated. 


CUNttAi  H(CoMi)  OOCTOH  5  O«0£RS  POR  NON  DEDICATIONS 

■  -1  -**'^*V:'**'  ••  ***  0»  Th*  SurMo^  GanarAi 

rnrVrV  Cr  .  “  “  ‘  ORDERS  PROBUMOR.ENTED  MEDICAL 

IROlCATE  PROBLEM  NUMBER 

NON-MEDICATIONS  ONLY 

RECORD  system 

INITIALS 

OATl  Of  OROCR  TIME  OF  OAOtR 

9y  _ HOURS 

Tim*  NolM 

«no 

Ti*n»ci»b*0 

Tl»»w|  Singw 

O>0*>  D>'n» 

/<r/9 

- 

c  •  _ 

NuO'iiNC,  UNif 

ROOM  BTO'^o 

xyt 

PATitNT  (OtNUf  ICAT  lON 

% 

OAT?  o»  ORDiR  A  Time  OF  ORDER 

(/it  (5)  /  _ MOuBS 

jOZ^  a//’/ 

ROOM  NO  tCO  NO 

:?y'/  y 

— i — yv7^ip>’r/9 - 1 - 

No  answer  required. 
Go  on  to  the  next  frame. 


26.  Nursing  personnel  will  account 
for  written  orders  in  the  right  hand 
column  entitled  Time  Noted  and 
Transcribed.  Two  or  more  orders 
may  be  enclosed  in  a  bracket  with 
the  time  noted  and  the  transcriber's 
initials  or  signature. 


A  column  on  the  right  entitled 

_ and 

is  used  to  account 


for  orders.  The  transcriber  may 

_  two  or  more  orders 

and 


and  note 


or 


Time  Noted;  Transcribed 
bracket;  time; 
initials;  signature 


27.  A  one-time  order  completed  within  the 
responsible  registered  nurse's  tour 
of  duty  is  a  Single  Action  Order. 


A _ 

is  a  one  time  order 
completed  within  the  responsible 
registered  nurse's  tour  of  duty. 


Single  Action  Order 
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28.  A  Single  Action  Order  requires  no 
further  nursing  action  once  completed. 
The  individual  carrying  out  the  order 
signs  off  the  order  as  having 
been  completed  in  the  extreme  right 
hand  column  entitled  Time  Single  Order 
Done. 


A  Single  Action  Order  requires  no 

further  _ 

_  once  signed  off  as 

completed. 


nursing  action 


29.  The  individual  carrying  out  the  order 
signs  off  a  completed  Single  Action  Order 
with  time  and  either  initials  or  signature. 
Once  signed  off  as  completed,  the 
order  requires  no  transcription  to 
the  Nonmedication  Therapeutic  Care  Plan 
form  or  the  Medication  Therapeutic  Care 
Plan  form. 


The  time  and  initials  of  the 


_  in  the  Time  Single  Order 

Done  column  indicates  the  order  is  completed 

and  requires  _ 

_  to  the  Nonmedication 

Therapeutic  Care  Plan  form  or  the 
Medication  Therapeutic  Care  Plan  form. 


individual  carrying  out  the  order; 

no  transcription 
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30.  Some  single  action  orders 
(e.g.,  medications  or  procedures) 
will  require  an  assessment  of  the 
efficacy  of  the  intervention. 

If  such  an  order  has  not  been  trans¬ 
cribed  to  either  the  Medication  or 
Nonmedication  Therapeutic  Care  Plan 
form,  the  assessment  must  appear  on  the 
Progress  Notes  form.  Results  Codes 
appearing  on  either  the  Medication 
or  the  Nonmedication  Therapeutic 
Care  Plan  form  are  not  authorized 
for  use  on  the  Doctor's  Orders  for 
Medication  or  Nonmedication  forms. 


Some  single  action  orders 
(e.g.,  medications  or  procedures) 
will  require  an  assessment  of  the 
efficacy  of  the  intervention.  If 
such  an  order  has  not  been  transcribed 
to  either  the  Medication  or  the  Nonmedi¬ 
cation  Therapeutic  Care  Plan  form,  the 

assessment  must  appear  on  the  _ 

_  form.  Results  Codes  appearing 

on  either  the  Medication  or  Nonmedication 

Therapeutic  Care  Plan  form  are  _ 

_  for  use  on  either  of  the 

Doctor's  Orders  for  Medication  or  Nonmedi¬ 
cation  forms. 


Progress  Notes; 
not  authorized 


31.  A  Delayed  Order  is  a  Single 
Action  Order  NOT  completed  within 
the  responsible  registered  nurse's 
tour  of  duty.  It  MUST  be  transcribed 
to  the  section  Single  Actions.  Delayed 
Orders  on  the  appropriate  Medication  or 
Nonmedication  Therapeutic  Care  Plan  form. 
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A  Single  Action  Order  not  completed 
within  the  responsible  registered 
nurse's  tour  of  duty  is  a 


Delayed  Orders  must  be 

_  to  the  appropriate 

Medication  or  Nonmedication  Theraputic 
Care  Plan  form. 


Delayed  Order;  transcribed 


32.  Completed  Single  Action  Orders 
and  all  STAT  Orders  must  be  accounted 
for  Individually.  They  may  not  be 
bracketed . 


No  answer  required. 
Go  on  to  the  next  page. 
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33.  Example  of  usage 


Situation:  A  patient  is  admitted  to  the  unit  at  0930  on  lA  July  of  the 
Turrent  year  with  the  following  orders: 


r  : 

clinical  RECOHO  doctors  orders  fOR  NON  MEDICATIONS 

f  ,te  rti  Ihu  •n.f’'  »•<*  DA  II»4C8*>  piooo»'«oi  #9*ncy  H  ««•  ONic*  Of  T^•  Surfton 

TMt  DOclOH  i«AlL  HtLUMU  UATt  TiMt  A^ 
INDICATE  PHO0LEM  NUMBER 

NON-MEDI 

jD  Sign  each  set  OP  ORDERS  IE  PROBLEM-ORIENTED  MEDICAL  RECORD  STSIEM 

rATIAMC  AMI  Y 

V  WW  ■  •  ■  w  ^  W'  » 

INITIO 

LS  j 

PATtENT  lOtNTlE  iC  ATiON 

DATE  OF  OROCfi  TIMt  0^  OHOtK  ^ 

_ HOURS 

im4  Not*0  T 
and 

rianicHPPO 

im*  Sln9<«  1 

i^rdar  Oon«  1 

4  .  /7) 

_ 

i 

_ 

— 

_ 1 

(lujC/u^U->  '  - 

1 

nJaS'NG  UNiT 

«OOM  NO  bC6  no 

1 

--  . 

_ _1 

CjU<U 

1 

PATIENT  lOtNTifiCAT 

lON 

OATC  Of  OROLR  TIME  Of  OROLR 

MOORS 

/?  A  J  . 

j 

^ar?7K. 

NunSiNG  UNtT 

HObV  NO  1  BCD  NO 

1 

- 7  i  /  **ry^f* 

j 

_ j 

PATIENT  lOCNTlUCA 

riON 

OA-t  orbROtn  time  of  order 

HOURS 

1 

■■  ' 

1 

-  _ 

1 

_ A 

HOOM  No'nib  NO 

fVU  P  sjNiT 

-  .  _  . 

_ J 

WMi  ILNT  »ui  NT  l»  iCAT  fON 

i  OATt  Of  O«0*  «  uRDCfi 

1 

j  _ hours 

j. 

_ Aj 

”1 

1  _ 

. 

i  '  i  " 

J _ 1 _ 

■4  —  * 

EdtT'on  o<  1 

77  II  obaowia 
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Requirement :  Using  the  above  example,  note  the  orders;  i.e.,  take  the 
action  necessary  to  account  for  the  orders. 
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Solution: 


Go  on  to  the  next  page. 
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34.  A  Stop  Order  must  be  written 
and  signed  by  the  prescriber.  The 
order  is  then  noted  in  the  Time 
Noted  and  Transcribed  column. 


To  discontinue  a  medication  or 

treatment,  a  _ 

_  must  be  written  and 

signed  by  the  prescriber.  When  an 
order  is  stopped,  it  is  noted  in 

the _ 

and  column. 


Stop  Order;  Time  Noted; 

Transcribed 


35.  The  Stop  Order  is  transcribed 
to  the  corresponding  order  on  either 
the  Medication  or  Nonmedication 
Theraputic  Care  Plan  form. 
DC/date/time/initials  are  noted  above 
a  diagonal  line  drawn  across  the 
grid  adjacent  to  the  stopped  order. 

A  horizontal  line  is  drawn  across  the 
grid  in  the  case  of  a  single  order. 
Initials  are  bracketed  to  preclude 
further  use  of  the  blocks. 


No  answer  required. 
Go  on  to  the  next  frame. 


36.  Only  emergency  STAT  orders 
can  be  accepted  as  Verbal  Orders 
noted  by  the  registered  nurse  with 
V.O.  physician's  name/accepting 
nurse,  title. 
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Verbal  Orders  will  be  confined  to 


Orders . 


Emergency,  STAT 


37.  Telephone  Orders  will  be 
accepted  only  by  the  registered 
nurse.  They  must  be  countersigned 
by  the  prescriber  within  24  hours. 
The  registered  nurse  will  note 
telephone  orders  by  T.O. 
physician's  name/accepting  nurse, 
title. 


No  answer  required. 
Go  on  to  the  next  page. 
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Clinical  Record --Therapeutic  Documentation  Care  Plan  (Non-Medication) , 

DA  Form  4677-1  (TEST) 

(Nonmedication  Therapeutic  Care  Plan  form) 


38.  The  Nonmedication  Care  Plan 
form  is  printed  on  colored  paper  for 
nonmedication  doctor's  orders  and 
nurse's  orders.  The  doctor's  orders 
are  transcribed  from  the  Doctor's  Orders 
for  Nonmedication  form  (DA  Form  4256-2  (TEST)). 
N.O./  nurse's  initials  in  the  initialing 
column  will  identify  nursing  orders. 


Preparation;  Enter  all  patient 
identification  data  as  indicated. 

A1 lergies :  Specify  the  presence 
or  absence  of  allergies.  Where 
known,  indicate  the  specific  allergen. 

Primary  diagnosis ;  Enter  admission 
diagnosis  or  a  corrected  one,  as  a 
definitive  diagnosis  is  made  or 
another  condition  develops.  Add 
other  diagnoses  if  they 
significantly  affect  the  care  to  be 
given. 


Nonraedication  doctor's  orders  and 
nurse's  orders  will  be  transcribed 

to  the  _ 

_  form. 


Nonmedication  Therapeutic  Care  Plan 
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39.  Patien<:  care  and  patient 
response  to  nursing  Intervention 
will  be  documented  on  this  form  by 
the  use  of  initials,  +  and  codes. 


This  form  will  _ 

patient  care  and  patient 

_  to  nursing 

intervention. 


document,  response 


40.  Codes  to  document  patient  care 
and  patient  response  to  nursing 
interventions  are  located  on  the 
Nonmedication  Therapeutic  Care  Plan 
form  for  ready  reference. 


No  answer  required. 

Go  on  to  the  next  frame. 


41.  Initials  alone  indicate  an 
order  has  been  completed. 

Initials  with  a  +  indicate  the 
results  of  the  nursing  intervention 
and/or  observation  was  satisfactory  or 
WNL.  Initials  and  ^  indicate  the 
result  of  intervention  and/or 
observation  is  unsatisfactory. 


A  completed  order  is  indicated  by 

_ _  only.  A 

satisfactory  result  from  nursing 
Intervention  is  coded  with 

initials  and  _ ,  Initials 

and  _  indicate  unsatisfactory 

results. 
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42.  Use  of  the  Initials  and  ^ 
code  indicating  unsatisfactory 
results  from  a  nursing  intervention 
and/or  observation  ALWAYS  requires 
further  documentation  on  the  Progress 
Notes  form. 


Unsatisfactory  results  from  nursing 
intervention  and/or  observation  is 

indicated  with  _  and 

and  must  _  be 

Dcumented  on  the  _ 

form. 


initials;  always;  Progress 

Notes 


43.  Vascular  checks  that  note  a  decrease  in  circulation  would  be  Indicated 
initia  1  s  and  Further  documentation  is  made  in  the  progress 
notes . 

Requirement ;  On  the  following  Nonmedication  Therapeutic  Care  Plan  form, 
indicate  vascular  checks  of  the  R  hand  that  show  a  decrease  in  circulation. 


CLINICAL  RECORD 

THERAPEUTIC  DOCUMENTATION  CaRE  PLAN 

vBNpr  tr  mrtAuno 

I 

1 

f';/  Ml  .  T'  M  N  .  -  /  M*'  >  <  M  .  8  '  "W  ^  M  N  1 

Solution 


Go  on  to  the  next  frame. 


Frames  44-A9  concern  the  Recurring  Action  section 

44.  The  Recurring  Action  section  is 
used  when  compliance  with  the  order 
is  repetitive  and  scheduled.  The 
complete  order  must  be  transcribed 
to  this  section. 


When  compliance  with  the  order  is 
repetitive  and  scheduled,  it  is 
transcribed  to  the 


Recurring  Action  section 
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45.  Order  Date:  Enter  the  date  the 
Current  Order  was  written. 


No  answer  required. 
Go  on  to  the  next  frame. 


46.  Initialing;  The  individual  who 
transcribes  the  order  must  Initial 
the  specified  block.  A  registered 
nurse  must  co“initial  all  orders 
not  transcribed  by  a  registered 
nurse . 

All  orders  not  transcribed  by  a 
registered  nurse  must  be  co¬ 
initialed  by  a  _ 


registered  nurse 


47.  Hour ;  Specified  tiine(s)  are  listed 
vertically.  Each  space  is  for  a 
separate  time  of  action.  For  actions 
required  every  1  to  2  hours,  two 
times  may  be  entered  in  one  block. 
Placement  of  initials  must  correspond 
to  placement  of  the  designated  time. 
Orders  that  are  not  time  related  and 
are  pervasive  throughout  the  shift 
are  indicated  by  designating  the 
inclusive  times  for  each  shift. 


No  answer  required. 
Go  on  to  the  next  frame. 
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48.  The  top  row  of  spaces  indicates 
the  day  the  action  is  accomplished. 


No  answer  required. 
Go  on  to  the  next  frame. 


49.  When  an  order  is  discontinued, 
a  diagonal  line  is  drawn  across  the 
remaining  blocks  (if  a  single  line 
order,  a  horizontal  line  is  used). 
DC/date/time/initials  is  written 
above  the  line.  The  initials  in  the 
grid  blocks  are  bracketed  to  indicate 
no  further  use  of  the  blocks.  USE  OF  ANY 
HIGHLIGHTER  IS  NOT  AUTHORIZED. 


Requirement ;  Using  the  following  example,  discontinue  the  orders: 


CLINICAL  RECORD 


rm 


THERAPEUTIC  DOCUMENTATION  CARE  PLAN 

(NON  KtEDlCATtON- 


vtRtrv  BY  minAUMO 


CUCRIC/ 

NURSE 


I  •  I  4  •  •  •  •  •  ♦ 


mr 

• « *  ‘  ' 


rr  1 1 1  nil 


RECURRING  ACTIONS, 
EREOUEHCY,  TINE 


HR 


iMini  ^  r  1 1/  (  w\  I  til  I  rouii  ni 


DATE  CONPLETEO 


/-/ 


/s 


/o 


n 


/7 


.5/ 


<3?  ^ 


^3 


:?7 


1. 


'yj/nJ’ 


oi_ 


m 


fie> 


oi 


cs 


cs 


/ 


Ch 


cs 


/t 


A) 


i- 


il. 


& 


H 


^j/ 


,y_ 


0^ 


«6 


cs 


Solution 


atNlCAL  RECORD 

THERAPEUTIC  DOCUMENTATION  CARE  PLAN 

WOH  mEDtCAVON- 

t\f}ni  rpiu  t  H  f>i  iii‘>  n  1  1  >1*  (<^wn  f  Tf  'y 

OtDft 

PATI 

am/ 

mitsc 

m 

DATE  COMPLETED 

ItfCUItINC  actions. 
f«tOUCNCY.  TIMC 

E3 

a 

B 

a 

a 

i 

m 

Bi 

m 

m 

b9I 

a 

a 

a 

WM 

!9 

m 

m 

B 

■ 

a 

a 

■ 

i 

a 

BI 

1 

a 

M 

B 

am 

a 

a 

P 

■ 

a 

■ 

R 

a 

il 

a 

R 

R 

J 

/ 

/a 

a 

m 

1 

a 

a 

a 

■ 

i 

1 

a 

a 

1 

R 

R 

/ 

B 

m 

m 

1 

■ 

a 

I 

SSi 

R 

a 

R 

a 

a 

1 

a 

/ 

B 

iS 

■ 

a 

a 

a 

i 

a 

a 

a 

a 

i 

a 

t 

? 

■ 

R 

1 

^-q - 

n 

Of 

A 

a 

hA 

•  j 

B 

M 

HI 

ifll 

_ 

, 

— 

M 

'■  ■  1 

i 

1 

a 

a 

a 

a 

a 

R 

a 

■ 

i 

i 

■ 

IB 

■ 

a 

a 

1 

a 

1 

/ 

L 

r 

r 

r 

1 

Go  on  to  the  next  frame. 


Frames  50-54  concern  the  Single  Action,  Delayed  Orders  section 


50.  Delayed  Orders  are  Single 
Action  Orders  not  completed  within 
the  responsible  Registered  Nurse's 
tour  of  duty.  They  will  be  transcribed 
to  the  Single  Action,  Delayed  Orders 
section. 


Delayed  orders  are  transcribed  to 

the _ , 

_  section. 


Single  Action,  Delayed  Orders 
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51.  The  date  the  order  is  .written 
and  the  initials  of  the  individual 
who  transcribes  the  order  must 
appear.  All  orders  not  transcribed 
by  a  registered  nurse  MUST  be 
co-i ni tialed  by  a  registered  nurse. 


No  answer  required. 
Go  on  to  the  next  frame. 


52.  The  complete  order  must  be 
transcribed.  Enter  the  date  and 
time  the  action  is  to  be  taken  in 
the  To  Be  Done  column. 


The  date  and  time  the  action  to 
be  taken  is  documented  in  the 


column. 


To  Be  Done 


53.  In  the  Completed  column  enter 

the  date, time,  and  initial  when  the 

action  was  completed.  If  an  action 

is  not  completed,  indicate  the  reason 

why  and  place  your  initials  in  the  given  block. 

Elaborate  on  wji^  on  the  Progress 

Notes  form. 


No  answer  required. 
Go  on  to  the  next  frame. 


46 

E-111 


54.  Example  of  usage. 


Situation;  It  is  now  1500,  time  for  you  to  give  your  report,  and  go  home. 
The  following  orders  were  written  during  your  shift: 


Requirement;  Using  the  above  orders,  transcribe  the  Single  Action  Orders 
that  have  become  Delayed  Orders. 


ralnSfS^^H 

- tHg'RAProTiroa&uMEkYATi'OT 

For  u»»  o<  thi*  form  im  DA  LoUtr  XXX-86,  th*  proponont  iB^ncv  l»  th« 

iEDICATIOS) 

OtTica  ot  ih#  Sotgoon  G#r»t»l 

B 

B 

SINGLE  ACTIONS,  OCLAYLO  ORDERS 

TO  BE  DOSE  I  CUM^’lIIlD 

HI' 

n 

I 

/ 

- 1 

! 

...  ..  -  n,  ■  <  I  '  I  »  " 

/ 

. . -1 - — 

/ 

- - - — - 

1  .u _ _ 

/ 

1 

_ ^ - 
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Solution 


Vef.ty  by 
Inttiolmg 

I’m  u«  90  thl(  f»rm  IM  OA  L*n*r  XXX-V.  tlM  proporwnt  ttanri'  It  tfit  OHiot  of  tht  Surpion  Oontrol  | 

139 

smcte  ACTIONS,  oeLAixo  orocrs 

TO  BE  done 

CONPLEIED 

M 

IS 

m 

/ 

m 

■ 

n 

w 

/ 

_z_ 

_y_. 

No  answer  required. 
Go  on  to  the  next  frame. 


Frames  55-56  concern  the  PRN  Action  section 

55.  When  the  time  of  an  order  is 
not  predictable,  the  order  is 
transcribed  to  the  PRN  Action 
Frequency  column,  indicating  the 
action  to  be  taken  and  the 
frequency.  The  individual 
transcribing  the  order  must  initial 
in  the  specified  block.  The  registered 
nurse  must  co-initial  all  orders  not 
transcribed  by  a  registered  nurse. 


No  answer  required. 
Go  on  to  the  next  frame. 
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56.  When  a  PRN  action  is  completed, 
it  is  recorded  in  the 
Time/Date/Reason/Initials /Results  Code 
block.  Each  block  indicates  a  separate 
action.  Use  of  initials  and  +  or  0 
codes  may  be  appropriate. 


The  person  completing  a  PRN  action 

enters  the  _ / _ / 

_ / _ / _ 

in  a  block  indicating  an  action  has  been  taken. 


Time /Date/ Reas on /Initials/ Re suits  Code 


57.  Orders  are  recopied  when  the 
Date  Completed  column  is  filled. 


No  answer  required. 
Go  on  to  the  next  frame. 


58.  Orders  are  RECOPIED  by  drawing 
a  double  line  across  the  entire 
page  immediately  below  the  last  entry. 
Recopied  Orders  is  written  below  the 
double  line  or  on  a  like  blank  form. 
Dates  o*"  forthcoming  days  are  filled  in 
and  orders  rtill  in  effect  recopied. 

THE  DATE  OF  THE  ORIGINAL  ORDER  is  also 
recopied.  The  initialing  procedures 
previously  described  will  be  used. 

The  person  transcribing  the  orders 
authenticates  by  signature,  rank  or 
status  at  the  end  of  the  transcription. 


No  answer  required. 
Go  on  to  the  next  frame. 
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Situation;  Recopy  the  orders  in  the  following  example: 


L  I.  / 
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Solution 


CLINICAL  RECORD 


VMKiFr  BT  miTtAUHQ 

OROCR  ctemc/ 
datb  nurse 


THERAPEUTIC  DOCUMENTATION  CARE  PLAN 

(NON  MEDICATION) 


RECURRING  ACTIONS, 
FREOUEHCY,  TINE 


date  conpleteo 


/iki/ 


^  ^  U  7  5"  f 


Cii  CT  CT  cr  cf  TX.  TX  TK  sr  5/ 5.r  j -Sr  1 57' |  S7 

ne> 


f<  \fjC 


if  IT 


5BB1 


Sr  sr  St  Sr  sr  sr 


C-f  CT  er  err  rt  nc  fK 

I  ^  pjf-  fC  ft.  fc  f< 


cr  I  erk  r 


H/i)  |yW 


H\CK\fii  Ar 


CT 


$r  sr\  57i  57] S7- 


^  /fl^  -’/Fc.?P3  3/ 


{jjSHgiteif 

IkBVl 


6 


59.  Orders  recopied  prior  to  the 
Date  Completed  column  being  filled  may 
be  so  indicated  by  bracketing  existing 
initials  and  drawing  a  diagonal  or 
single  line  across  the  remaining  blocks 
and  writing  recopied/date/initials 
above  the  line. 


No  answer  required. 
Go  on  to  the  next  page. 
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Clinical  Record --Therapeutic  Documentation  Care  Plan  (Medications) , 

DA  Form  4678-1  (TEStT 


(Medication  Therapeutic  Care  Plan  form) 


60.  The  Medication  Therapeutic 
Care  Plan,  printed  on  white  paper, 
is  used  for  doctor's  medication 
orders  and  accompanying  nursing 
orders  pertaining  to  the  admin¬ 
istration  of  ordered  medications. 
Medication  orders  will  be  trans¬ 
cribed  from  the  Doctor's  Orders 
for  Medication  form,  DA  Form  4256-1 
(TEST).  Nursing  orders  will  be 
indicated  by  N.O. /nurse's  initials 
in  the  initialing  column. 


Doctor's  medication  orders  and 
nursing  orders  pertaining  to 
medications  will  be  written  on  the 


form. 


Medication  Therapeutic  Care 
Plan 


61.  Codes  identified  on  the  form 
are  used  to  document  the  patient's 
response  to  medication. 


Patient  response  to  medication 

is  _  by  using  codes 

identified  on  the  form. 


documented 
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61.  Initials  placed  in  the 
designated  block  indicate  the 
medication  has  been  administered. 


When  a  medication  has  been 
administered,  it  is  designated  by 

placing  _  in  the 

appropriate  block. 


initials 


63.  Initials  and  E  indicate  the 
medication  was  effective  and 
achieved  the  desired  results  as 
specified  in  the  original  order. 
Further  documentation  is  unnecessary. 


If  the  medication  was  effective  an 

_  and  your  initials  are  all  the 

_  required. 


E;  documentation 


64.  Initials  and  ^  indicate  the 
medication  was  ineffective.  This 
code  requires  further  explanation 
in  the  progress  notes. 


You  indicate  if  the  medication  was 

ineffective  with  an  _  and  your 

initials.  Further  documentation  is 


I;  necessary 
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65.  Initials  and  ^  indicate  the 
medication  was  not  given  or  adminis¬ 
tered  as  ordered.  This  code  requires 
additional  notation  on  the  Progress 
Notes  regarding  the  reason  for  the 
subsequent  omission  and  followup,  as 
appropriate . 


When  a  medication  is  not  given,  it 

must  be  noted  on  the _ _ 

_  and  is  indicated  on 

the  Medication  Therapeutic  Care  Plan 
form  with  your  initials  and  _ . 


Progress  Notes  ;  9! 


66.  Preparation;  Enter  all 
patient  identification  data  as 
indicated . 

A1  lergies ;  Specify  the  presence  or 
absence  of  allergies.  When  known, 
indicate  specific  allergen. 

Primary  diagnosis :  Enter  admission 
diagnosis,  or  a  corrected  one  as  a 
definitive  diagnosis  is  made  or 
another  condition  develops.  Add 
other  diagnoses  if  they  significantly 
affect  the  care  to  be  given. 


No  answer  required. 
Go  on  to  the  next  page. 
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Frames  67-76  concern  the  Recurring  Medication  section 


67.  The  Recurring  Medications, 
Dose,  Frequency  column  is  used 
for  recurring  drug  administration 
when  compliance  with  the  order 
is  repetitive  and  scheduled. 


When  compliance  with  the  order  is 
repetitive  and  scheduled,  the 

_ _  »  - _ ♦ 

column  is  used. 


Recurring  Medications,  Dose,  Frequency 


68.  Order  Date;  Enter  the  date 
the  current  order  was  written. 


No  answer  required. 
Go  on  to  the  next  frame. 


69.  Initialing ;  The  individual  who 
transcribes  the  order  must  initial 
the  specified  block.  A  Registered 
Nurse  must  co-initial  ALL  orders  at  the 
earliest  possible  t ime  regardless 
of  who  transcribes  the  orders. 


All  transcribed  orders  must  be 

_ - _ by  a  registered 

nurse. 


co-initialed 
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70.  Hour !  List  specific  times  vertically. 
Each  space  is  a  separate  time  of  admin¬ 
istration.  When  medications  are  ordered 
every  1  to  2  hours,  two  times  may  be 
entered  in  one  block.  Orders  not  time 
related,  but  pervasive  throughout  the 
shift  are  indicated  by  designating  the 
inclusive  times  for  each  shift. 


No  answer  required. 
Go  on  to  the  next  frame. 


71.  The  top  row  of  spaces  indicates 
the  day  the  medication  is  to  be 
administered . 


No  answer  required. 
Go  on  to  the  next  frame. 


72.  To  verify  compliance  with  the 
order,  the  responsible  person  will 
initial  the  block  opposite  each 
specific  hour  line  and  under  the 
appropriate  date  column. 


The  responsible  person  will  initial 
the  block  opposite  each  specific 

_ and 

under  the  appropriate  date  column. 


hour  line 
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73.  Codes  to  indicate  the 
effectiveness  or  ineffectiveness  of 
the  medication  can  be  recorded  in 
the  same  block  with  the  responsible 
person's  initials. 


To  record  the  _  or 

_  of  the  medications, 

codes  and _ of  the 

responsible  person  can  be  used  in 
the  same  block. 


effectiveness;  ineffectiveness; 

initials 


74.  Initials  and  E  indicate  the 
medication  was  effective  and 
achieved  the  desired  results.  No 
additional  documentation  is 
required . 


If  the  medication  is  effective,  the 
only  required  documentation  is  your 
initials  and  an 


Initials  and  I^  indicate  the 
medication  was  ineffective.  If 
this  code  is  used,  further  notation 
is  required  on  the  Progress  Notes  form. 

Medication  that  is  ineffective  is 
recorded  with  your  initials  and  an 
_  with  further  notation  on  the 
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I,  ProgreEs  Notes 


76.  The  procedure  for  discontinuing 
t. rders  on  the  Medication  Therapeutic 
Care  Plan  form,  DA  FORM  4678-1  (Test), 
is  identical  to  the  procedure  used 
for  nonmedication  orders  on  the 
Nonmedication  Therapeutic  Care  Plan 
form. 


When  an  order  is  discontinued  a 

_  line  is  drawn  across 

the  remaining  blocks.  A  horizontal 
line  is  drawn  across  a  single  line 
order.  _  /  / 


/ 


are 


written  above  the  line. 

_  around  the 

initials  in  the  grid  indicate  no 
further  use  of  the  remaining 

blocks.  USE  OF  _ 

IS  NOT  AUTHORIZED. 


diagonal ;  DC/ date/ t ime/ini t ials ; 
Brackets;  HIGHLIGHTER 


Frames  77-80  concern  the  Single  Actions,  Delayed  Orders  Preoperatives 

sect  ion 


77.  A  delayed  medication  order  is  a 
Single  Action  order  for  medication  which 
is  not  completed  within  the  respon¬ 
sible  Registered  Nurse's  tour  of  duty. 

It  will  be  transcribed  to  the  Single 
Actions,  Delayed  Orders,  ?i eoper stives 
section  of  the  Medication  Therapeutic 
Care  Plan  form,  DA  FORM  4678-1  (TEST). 
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Delayed  orders  are  transcribed  to 
the 


section  of  the 


Single  Actions,  Delayed  Orders, 
Preoperatives 


78.  The  original  order  date  is 

recopied.  The  individual  who 

transcribes  the  order  must  place 

initials  in  the  space  provided.  A  registered 

nurse  must  co-lni 1 1 a  I  all  orders  at  the 

earliest  possible  time  regardless  of 

who  transcribed  the  order. 


No  answer  required. 
Go  on  to  the  next  frame. 


79.  The  complete  delayed  Single  Action 
Order  must  be  transcribed.  Date  and 
time  the  drug  is  to  be  administered 
is  entered  in  the  To  Be  Given  column. 


The  date  and  time  the  drug  is  to  be 
administered  is  transcribed  to  the 


column. 


To  Be  Given 
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80.  After  the  medication  has  been 
administered,  the  date,  time,  and 
initials  of  the  person  administer¬ 
ing  the  medication  are  written  in 
the  appropriate  column.  If  the 
medication  was  omitted,  initials 
appear  in  the  designated  block  and 
an  explanation  is  made  on  the  Pro¬ 
gress  Notes  form. 

Further  clarification  on  the 

_  form  is 

made  when  a  medication  is  not 
administered  as  ordered. 

Initials  are  recorded  in  the 

_ / _ / 

column. 


Progress  Notes;  Date  Given/ 
Time/Initials 


Frame  81-84  concern  the  PRN  Medications  section 


81.  The  PRN  Medications,  Dose, 
Route,  Frequency,  Reason  column  is 
used  when  time  of  administration  is 
not  predictable. 


No  answer  required. 
Go  on  to  the  next  frame. 


82.  The  date  the  current  order  was 
written  is  recorded  in  the  top 
portion  of  the  Order/Expir  Date  column. 
An  expiration  date  can  be  entered  in 
the  bottom  portion.  The  individual 
transcribing  the  order  must  intial 
the  specified  block.  A  registered 
nurse  must  co-initial  all  orders  at  the 
earliest  possible  time ,  regardless 
of  who  transcribes  the  order. 
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No  answer  required. 

Go  on  to  the  next  frame. 


83.  The  column  identified  as  PRN 
Medication,  Dose ,  Route ,  Reason  and 
Frequency  is  for  the  recording  of 
medication  whose  administration  is 
not  predictable.  The  medication  to  be 
administered,  its  dose,  route,  reason, 
and  frequency  are  transcribed  to  the 
appropriate  space. 


No  answer  required. 

Go  on  to  the  next  frame. 


84.  When  a  PRN  medication  is  administered, 
it  is  recorded  in  the  Time /Date /Reason/ 
Effectiveness  Code  column.  Each  block 
indicates  a  separate  action.  Use  of 
initials  and  the  previously  discussed 
E  and  codes  are  appropriate. 


No  answer  required. 
Go  on  to  the  next  page. 


85.  Example  1  of  usage 


Situat ion ;  Dr.  Jones  has  ordered  the  following  medications  for 

COL  Adams  who  was  admitted  with  a  compound  fracture  of  the  left  tibia: 


Requirement ;  Transcribe  the  medication  orders  to  the  following 
portions  of  the  Medication  Therapeutic  Care  Plan  form: 


Solution 


CLINICAL  RECORD 


^tnjn  yv  M/rMUvc 


OROCft  ClCKK^ 
OATt  NURSC 


IICUtRiNC  Mf  DICaTiOnS. 
DO^C.  fREQUCNCY 


THERAPEUTIC  DOCUMENTATION  CARE  PLAN 

fMEDJCATIONS) 


tmiriAL  cuuiyh  hotiomm^  lach  AOMiNisriunof* 


Dat|  dispensed 


ilSHSIIjB 


THERAPEUTIC  documentation  CARE  PLAN 

(P«N  MtDICATIONi) 


PRS  MtOICAIlON,  OOSC, 

Ruiiic,  rpcaiANC*,  reason  j  TiMt/oAiE/RCAsoN/iNniALS/trrtcuvtNcss  code 


/ 

/ 

/ 

/ 

■aiai«jjuiii.»iwaiiiimRijij«r.ig!n.iBm.i 


IHBB 


/ 

/ 

/ 
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86.  Example  2  of  usage. 


Situation;  At  1600  you  administered  50  mg  of  Dermeral  IM  to  COL 
Adams.  At  1645  COL  Adams  informed  you  his  pain  had  subsided  markedly. 


Requirement;  Accurately  document  the  administration  of  Demerol  and 
results  on  the  Medication  Therapeutic  Care  Plan  form; 


THERAPEUTIC  DOCUMENTATION  CARE  PLAN 

(PRN  MEDICATIONS) 

IZRSI 

BuSEH 

CU'i/ 

Nwri« 

PRN  MEDICATION,  DOSE, 
ROUTE,  FREQUENCY,  REASON 

IKITIAL  HROD  R  COLUMA  rOLLOWINi  ADMIM'iTRATlOA 

TIME/DATE/REASON/INITIALS/EFFECTIVENESS  CODE 

i 

1^/ 

/f 

& 

-pfj 

/f 

t  v 

■ 

/ 

/ 

/ 

— 
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CO;'[S:  Ir.uials  only  =  indicate  medication  was  administered 


Initials  and  E  =  effective 


Initials  and  I  =  ineffective  * 


Initials  and  p  -  mfuicaiion  was  not  ddninistered  as  orderp 

*  See  Norse's  note  on  009 


87.  Example  3  of  usage. 

Situation;  At  2300  COL  Adams  requested  a  sleeping  pill.  You  gave  him 
100  mg  of  Seconal  po  as  ordered.  At  0030  COL  Adams  is  wide  awake.  When 
asked,  he  denies  pain  and  says:  "1  can't  sleep;  I  have  too  much  on  my 
mind . " 


Requirement;  Accurately  record  the  administration  of  Seconal  100  mg 
po  and  results  on  the  Medication  Therapeutic  Care  Plan  form; 


¥ 

w 

'  V' 

( 

/ 

/ 

H 

fl 

H 

fl 

B 

1 

B 

CODES 


See  Nurse's  note  on  SF  509 


Initials  only  -  indicate  medication  was  administered 
Initials  and  E  =  effective 
Initials  and  I  =  ineffective  * 

Initials  and  t  -  medication  was  not  administered  as  ordered  * 
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CODCS:  Initials  only  =  indicate  medication  was  administered 
Initials  and  £  =  effective 
Initials  and  I  =  ineffective  * 


88.  Example  A  of  usage.  Medication  orders  on  the  Medication  Therapeutic 
Care  Plan  form  are  recopied  when  the  Date  Dispensed  column  is  filled.  A 
double  line  is  drawn  across  the  entire  page  below  the  last  entry.  Below 
the  double  line,  or  on  a  like  blank  form,  Recopied  Orders  is  written,  the 
dates  for  coming  days  filled  in,  and  each  order  still  in  effect,  including 
the  date  of  the  original  order,  is  recopied.  Initialing  procedures  pre¬ 
viously  described  for  the  Nonmedication  Therapeutic  Care  Plan  form  will  be 
used . 

Requirement ;  Recopy  the  following  orders; 


CLINICAL  RECORD 


vBHiry  ur  iNiTiAU'tc. 


THERAPEUTIC  DOCUMENTATION  CARE  PLAN 

(MBDJCATJONS) 


imriAL  hOLi  oin/vo  lach  AtmtNisTnAnoh 


Integration  of  the  Medication  and  Nonmedication  Doctor's  Orders  and 

Therapeutic  Care  Plan  forms. 


89.  Example  of  integrated  clincical  record  forms  usage. 

Situation;  COL  John  Doe  is  admitted  to  your  unit  at  1700  on  lA  July 
198x  with  a  diagnosis  of  cirrhosis  of  the  liver.  The  following  orders  were 
written : 


CLINICAL  RECORD  DOCTOR  S  ORDERS  fOR  NON  MEDICAT  IONS 

thil  fOf>w  tx  QA  ttT  40  0^  ,  the  ptoponent  it  0*ftc*  of  Th#  Su*9«oo  Ctntrti 


THt  DOCTOR  SMALL  RECORO  DATE  TIME  AND  S«G^  EACH  SET  OF  ORDERS  IF  PROBLEM  ORiENTEO  MEDICAL  RECORD  SYSTEM 
INDICATE  PROBLEM  NUMBER 

NON-MEDICATIONS  ONLY 


PATIENT  IDENTIFICATION 

CuiM. 

DATE  OF  ORDER  TIME  OF  ORDER 

14  Jul  84  1700  MOORS 

Tin^«  NultO 

mo 

Trtnicnoeo 

Tim*  Sing 

O'Otr  Oon 

NPO  except  for  PO  medications 

Vital  signs  Q  4h 

SMA  l2  in  AM 

Bedrest  p  Chest  XRay 

SMA  6  STAT 

L  -  . 

NOftSlNC.  UNIT 

ROOM  NO 

TtB-Kb 

CBC  STAT 

_ _ _ 1 

PT,  PTT  STAT 

■IHI 

PATlfcNT  IDENTIFICATION 

DATE  OF  ORDER  I'Mt  OF  ORDER 

Type  &  XMatch  6U  Packed  RBC '  s _ hours 

■ 

■ 

Chest  XKay  tonight 

PA  &  LAT  Chest  in  AM 

CBC  Q  0600,1400,2400  hrs 

Daily  abdominal  girth  0600 

I&O 

NURSING  UNIT 

ROOM  NO 

BED  NO 

/T?ST 

CLINICAL  RECORD  DOCTOR  S  ORDERS  FOR  MEDICATIONS 

f  OT  of  thfi  fo'm  •••  OA  itt  40-65  ,  tn*  |>roPOn«ni  •9*nCy  II  tf>*  Otllc»  of  Th»  G*n>fl 


The  doctor  shall  record  date,  time  and  sign  each  set  of  orders  if  PROBLEM-ORlENTEO  medical  RECORD  SYSTEM 
INDICATE  problem  NUMBER 


MEDICATIONS  ONLY 


S^ATltNT  lOENT'PiCATlON 


OATC  OF  OAOtn 


1.^ ...  Jul_8..4_ 


TIME  OF  ORDER 

■  IJOO - MOORS 


'Lasix  10  mg  IM  STAT 
Alda c t q no  3011;^  po  OTO 


initials 


Tim*  Not*4  I  Tirm  SlnfM 
•nd 

_  1  Ortj«r  Don* 


All  blood  work  was  done  and  STAT  medication  administered  at  1730  hours; 
recurring  medications  were  started  at  1800.  Oral  QID  medications 
are  given  at  0600-1200-1800-2200  on  your  unit.  Ward  clerks  work  during  the 
day  shift. 


Requirement;  Account  for  the  doctor's  orders  and  use  the  column  for  Single 
Action  Orders  as  appropriate; 


CLINICAL  necofto  .  oocTon  s  orders  for  f^ON  MEDICATIONS 

y  o>  ow  of  thti  >»»OAtt»40>S  .  Piooonsnt  »  ‘he  QfMct  Sw>»*on  C*n«f*| 

the  doctor  shall  record  date,  time  and  sign  Each  set  of  orders  if  PROBLEM  OHIENTEO  medical  "record  SYSTEM 

INDICATE  MOSLEM  NUMBER 


NON-MEDICATIOHS  ONLY  , _ 


PATitNT  IDENTtFICATlON 

toATt  OF  OnOLR  TlML  OF  OMOtH 

14  Jul  84  ^1700  HOURS 

Tim*  NoteO 

Tunicrib*0 

Tim* 

O'afr  Don 

/2> 

NPO  except  for  PO  medications 

— 

Vital  signs  Q  4h 

SmA  12  in  AM 

Bedrest  p  Chest  XRay 

SMA  6  STAT 

NuRS«NG  unit 

«OOM  NO 

ULD  NO 

CBC  STAT 

PT,  PTT  STAT 

PATICNT  lOtNTiHCATlON 

OATL  OF  ORDER  TIML  OF  OROLM 

Type  &  XMatch  6U  Packed  RBC's  Houm 

Ch'e'st  Xkay  tonight' 

PA  &  1J\T  Chest  in  AM 

CBC  Q  0600,1400,2400  hrs 

Daily  abdominal  girth  0600 

T&^ 

NUHiiNO  UNIT 

«OOM  NO 

Oto  NO 

clinical  record  doctors  orders  for  medications 

Fo' sf*«  of  ft»>t  form.  •••  OA  ttf  40  9&  ,  tft*  Proponom  *f*ncy  l»  fhP  OfRc*  ©I  Tfv*  SvffPOn  GP©*r*l 

THE  DOCTOR  shall  RECORD  DATE.  TIME  AMO  SIGN  EACH  SET  OF  ORDERS  IF  PROBLEM-ORIENTED  MEDICAL 
INDICATE  PROBLEM  NUMBER 

MEDICATIONS  ONLY 

RECORD  system 

initials 

PATIENT  identification 

OATC  or  ORDtB  Time  of  order 

14  Jul  84  -l-TJX) - 

Tim*  NotPC 

TrpnuTibo© 

Ttmo 

OrdPf  D©n« 

Lasix  10  mg  IM  STAT 

Aldactone  50mg  po  QIO 

Thiamine  50mg  po  QID 

/TU^/nC 

- ^ 

nursing  unit  POOM  no  I  BCD  NO. 

1 

_ i _ 1 

1  -J  ^ _ j 
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Solution ; 


CLINICAI  meow  DOCTOR  S  ORDERS  fOR  NON-MEDICATIONS 

rpf  UW  e<  <htt  fe*»r  .  tM  0*0P0ft»»\t  •yenry  U  Qtftc*  0»  Th«  Su'9te'A  C*««e*i 

Tm£  DCnon  small  RICOPD  OATC  llMt  and  SiON  CACM  sit  Of  0«oT^  rf  problem  OHTTNltU  MtDiCAL  SYSTtM 

INDICATE  PROBLEM  NUMBER 

NON-MEDICATIONS  ONLY _ 


PATlCNT  lOCNTiFiCATlON 

OATt  OF  OROLA  TIME  OF  OROl  R 

14  Jui  84  non  hours 

Tim*  Nol«d 

and 

Tij-Aicne^td 

Tim*  Sin^ 

Offlt'  Do- 

NPG  except  for  PO  medications 

Vital  signs  Q  4h  ^ 

S>L\  12  in  AM  ^ 

Bedrest  p  Chest  XRav  / 

SMA  6  STAX 

N>j«V'*<v.  ‘jMl 

t-OOM  NO 

BE-D  NO 

CBC  STAX 

PX,  PXX  SXAX 

PATlCNT  lOr.NTif  iCATlON 

OATt  Of  OROLM  Time  ©►  ORDi^ 

Xype  &  XMatch  6U  Packed  RBC*  s _ hours 

Chest  XRay  tonight 

PA  &  LAX  Chest  in  AM 

■m 

CBC  0  0600,1400,2400  his 

Daily  abdominal  girth  0600 

hr&o  J 

NuM^iNU  UN'T 

ROOM  NO 

810  NO 

0^^^  ^ 

ClINICAl  RECORD  DOCTOR  S  ORDERS  FOR  MEDICATIONS  | 

F®*  •••  OA  it*  40 ,  fM  o<opon*''l  a^iA<y  t|  th*  OT*»C*  0*  Tn#  Sw'pOO''  Ct'S*!#'  ] 

tme  doctor  Small  record  date  time  and  sion  each  set  of  orders  If  proolem-orienteo  medical 

INDICATE  problem  N  .;«i8ER 

MEDICATIONS  ONLY 

RECORD  SYSTEM 

initials 

- - - - - 

RATiCNT  lOlNTtPlCATtON 

OATt  Of  OAOtR  Tifae  OF  OROtR 

14  Jul  84  -LZOO - hours 

Tim4  Not*4 

TrafiicTi&*c 

Tlrm  Swr*!* 

On)*t 

Lasix  10  mg  TM  SXAX 

HHi 

Aldactone  50mg  do  QIO 

Thiamine  60ing  do  QID 

/USttlr 

Cr*->K^  /njLf  '/>0C 

NjRiINC.  UNIT  5<OOM  NO 

iTiriJ6~ 

- i  ^ 
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Requirement ;  Transfer  COL  Doe's  recurring  medications  to  the 

Medication  Therapeutic  Care  Plan  form.  Account  for  medications  administered: 


CLINICAL  RECORD 


yEHJFv  or  w/rMLi  VC 


THERAPEUTIC  DOCUMENTATION  CARE  PLAN  (MEVJCATIOm) 

Fat  u%m  thii  form  tus  AR  40*407, 

. The  pfot»on#nt  »>  of  Th#  burgoon  G«n«riil 


initial  I'NOPtO  COLUMN  FOLLOWINL  tACH  ADMINISTKATION 


1  ORDER 

date 

CLERK/ 

NURSE 

RECURRING  medications. 
DOSE,  FREQUENCY 

m 

bH 

DA 

TE  Dl 

SPENSED 

iRl 

Da 

■ 

1 

■ 

■ 

■ 

■ 

■ 

■ 

■ 

■ 

■ 

■ 

■ 

_ z _ _ 

1 

■ 

■ 

■ 

■ 

■ 

■ 

■ 

■ 

■ 

■ 

■ 

■ 

■ 

— 5 

!• 

IHH 

1 

■ 

1 

■ 

— - F 

1 

HI 

1 

1 

1 

1 

i 

■ 

1 

f 

1 

■H 

■ 

■ 

■ 

1 

1 

■ 

■ 

■ 

! 

IRIIIIII 

■ 

1 

■ 

■ 

■ 

1 

_ I 

— 

■ 

■ 

■ 

1 

1 

■ 

■ 

■ 

1 

n 

flfliil 

1 

■ 

■ 

1 

■ 

■ 

□ 

■H 

1 

■ 

■ 

1 

■ 

■ 

■ 

1 

1 

HI 

■ 

■ 

1 

■ 

■ 

HI 

■ 

■ 

■ 

HH 

■ 

■ 

■ 

■ 

■ 

■ 

■ 

1 

■ 

■ 

w 

—  ■  ■■  ■ 

1 

■ 

■ 

■ 

■ 

■ 

■ 

■ 

■ 

■ 

B 

■ 

■ 

■ 

■ 

■ 

■ 

■ 

■ 

■ 

■ 

/ 

■ 

1 

■ 

■ 

■ 

■ 

1 

■ 

■ 

■ 

1 
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Transfer  COL  Doe's  recurring  nonmedication  orders  to  the 
Nonmedication  Therapeutic  Care  Plan  form.  Account  for  completed  actions 


CLINICAL  RECORD 


VFRIPY  BY  INITIAUNG 


ORDER 

DATE 


CLERK/ 

NURSE 


THERAPEUTIC  DGCUMENTATION  CARE  PLAN 

NON  MEDICATION) 


l^ni'il  PROrFR  cnini\  FOI.t.Oil\(,  COYHLFIlCn 


DATE  COMPLETED 


RECURRING  ACTIONS, 
FREQUENCY,  TIME 


Solution 


CLINICAL  RECORD 


yemrr  by  tnirtALWO 

OtDEft  CLERK/ 
DATE  NURSE 


THERAPEUTIC  DOCUMENTATION  CARE  PLAN 

NON  NEDlCATtONj 


tMTInl  PROPFH  fOl  I  FOf  I  fOUPl  ^  rK>s 


DATE  COMfLETEO 


RECURRING  ACTIONS, 
FREQUENCY,  TIME 


^lf£ 

i 

/ 

/ 


^//i3 


/ 


ilii 


iMnii 


(C(>\TIN(.'K  OV  KtAf'HSLi 
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Requirement Transfer  the  nonmedication  Single  Action,  Delayed  Orders 
to  the  Nonmedication  Therapeutic  Care  Plan  form.  Account  for  completed 
actions : 


f  Veri  fy  by 

1  Inilioiing 

THERAPEUTIC  DOCuWENTATldiKl  (SON  MEDICaYioU) 

For  um  of  (hii  form  M  OA  Uttttr  XXX-8E,  th*  proponent  (gincy  it  tht  OHm  of  thi  Surgton  GtnartI 

0»de» 

Ootf 

SINGLE  ACTIONS,  DELAYED  ORDERS 

TO  BE  DONE 

COMPLETED 

/ 

^  /_^ 

/ 

.  . 

_ 

/ 

rjir 

— 

1/ 

■■ 

m 

1  1 

1 _ 1/ _ 

_ 

1 

i  . /_L . _  _  .  _ 

1 

1 

L/ 

1 

- - 
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Solution 


DA  (Tcst) 
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Medical  j^ecord--Nursing  Discharge  Summary,  DA  FORM  3888-5  (TEST) 
(Nursing  Discharge  Summary  from) 


90.  The  Nursing  Discharge  Summary  form,  is  used  to  summarize  the  patient's 
health  status /specia 1  instructions  upon  discharge.  This  nursing  discharge 
summary  brings  together  all  pertinent  patient  information  found  throughout 
the  chart,  an<3  ensures  that  all  audit  criteria  have  been  met.  It  is 
considered  th^  discharge  nursing  note  and  suffices  for  an  otherwise  lengthy 
discharge  not^  on  the  Progress  Notes  form.  All  the  notation  required  on 
the  Progress  Note  form  after  completion  of  the  Nursing  Discharge  Summary 
form  is  "Patient  discharged.  See  DA  Form  3888-5  (TEST),"  or  words  tc  that 
effect . 

The  Nursing  Discharge  Summary  is  a  three  part  form:  The  original  copy 
becomes  part  Cif  the  patien..'s  inpatient  treatment  record;  the  second  copy 
is  reviewed  with  the  patient  and  retained  by  him  or  her  or  the  family;  the 
third  copy  is  placed  in  the  outpatient  treatment  record. 

Entries  may  b^  made  by  nursing  personnel.  However,  regard  less  of  what 
information  recorded,  and  by  whom,  the  registered  nurse  is  ultimately 
responsible  for  ensui.  ng  the  accuracy  and  completeness  of  the  entries,  and 
for  reviewing  the  instructions  with  the  patient  or  significant  other  prior 
to  discharge. 

All  areas  and  blanks  are  completed  with  pertinent,  factual  information 
written  in  tei'os  the  patient  can  understand.  The  recorder's  initials, 
followed  by  a  yes  or  no  are  placed  in  all  blocks  related  to  the  patient's 
understanding  of  instructions  and  information. 


Situation:  MAJ.  Fred  Smith  is  a  42-year  old  male  who  was  admitted  to  the 
medical  ward  following  1  week  of  Serial  Blood  Pressures  which  were  taken  on 
an  outpatient  basis.  His  admission  BP  was  170/98.  The  primary  diagnosis 
was  Essential  Hypertension.  The  hospital  course  was  uneventful,  all  lab 
tests  were  within  normal  limits,  and  the  patient  responded  well  to  treat¬ 
ment  of  Catapres  and  a  1500  calorie  low  sodium  diet.  During  his  hospital 
stay,  MAJ  Smith  and  his  wife  were  instructed  in  how  to  take  a  blood  pres¬ 
sure,  specifics  of  a  1500  calorie  low  sodium  diet,  and  his  medication 
regimen.  The  patient  is  presently  40  pounds  overweight.  MAJ  Smith  and  his 
family  express  interest  and  concern  in  the  control  and  maintenance  of  a 
normal  blood  pressure  and  are  willing  to  work  with  the  professional  staff 
to  alleviate  this  medical  problem.  MAJ  Smith  is  discharged  to  duty  after  8 
days  of  hospitalization.  He  has  an  appointment  for  a  followup  visit  in  the 
medical  clinic  in  1  week.  His  discharge  BP  is  130/80. 


Requirement :  Complete  the  following  Nursing  Discharge  Summary  form 
using  the  above  information. 
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I  ACTIVITY 


MEDICAL  RECORD  -  NURSING  DISCHARGE  SUMMARY 

For  uM  O*  Itiit  form  wo  OA  L?r  40  85  .  tKo  propononf  o^ancv  Offico  of  Th«  Su'9oor>  G«nor«i 


ii£htr9«d  to  lJ  Homi 
Mod#  D  Ambuittory 


□  No  Rttirictioni 


Otblf  (Sptciiy) 
Othir  (Spicily) 


Limitition#  (Sp«cify) 


Accomptnied  by 


Patient  «nd/or  Sifnificmt  Othir  IS  0.)  communicim  knowlidg#  ind  undirtunding  of  ictivity  limitation! 


II.  DIET.  O  No  OMtiry  Rittrictiont  If  tptciil,  idtntily 

-  Patiint/S  0.  communiutti  undirttinding  of  dittery  rtttrictioni. 


Ill  MEDICATIONS.  Q  No  Mtdicaiion  Reiiuirid 


Name  of  Medication 


EriqiMncy  of  Medication 


Special  Instruction! 


Patient  and/or  Significant  Other  (S  0  )  communicates  knoneledge  and  understanding  of  name,  dosage,  frequency  and  special  instructions. 


IV.  TREATMENTS/CARE; 


Instructions  Given. 


Patient, 'S  0  Observed 
Oemonstration  (Date) 


Equipment/Supplies  (Specify) 


V.  EOLLOWUP  You  diould  be  teen  m  . 


Patient/S  0  Returned 
Oemonstration  (Date) 


,  (time  period). 


iSyTTniiftti-fii 


Emergency  Room. 


.  Central  Appointment . 


(Zl  No  appointment  needed 


I  I  An  appointment  is  to  be  made  by  the  patient  at _ 


I  I  An  appointment  has  bnn  made  at _ clinic  on  . 


I  I  Referral  Initiated 


_  Patient/S  0  communicates  understanding  of  followup  instructions 


VI.  PATIENTS  CONOITION  (Health  Status  relatiM  to  Nursing  Care  Plan)  _ 


DA  Form  3888^5  (TEST) 
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Solution: 


0»lf/T*rnt 

IVCIIVITY 


f/ED'CAU  RECORD  -  NURSING  DISCHARGE  SUMMARY 

*  lo'^  O ^  I  r»  *0  Oi  aftfocv  \  O*'  c*  o*  Th#  Su'f*o>^  G 

lo”  ^  Homi  Othfr  iSptCifyl  AccomptmtO  ti> 

^ud*  Artibul*tO'>  Olhtt  (SptCifv* 

So  limiitiiont  (SpiCify)  _  _  _ _ _ 


Qth#/  )$  0  t  ton>monic4ti»  knpMrddi^  tftd  ondff»tjn(Jif>B  of  Klivtly  lifnidiioni 

li  Oiu  So  0'»t#'v  Hi***icfioni  id*nnfy 

J^.Cfiutn^  0  eom^unif*ftf  of  d'ttiiy  rninctioni 


III  MEDICATIONS  Soiiliq,^(,on 


Nimi  of  MfdicAiton 


Ef«<)u«(icy  of  M»diutioo 


SpKi4l  Infiructioni 


J-TilLd^  7  TijOlcf  Tx  r  tw 


^t<f^r^nd/Qr  Qt^lr  |S  0  )  cOrrt'TmntCAin  knoMrltdQ*  tnil  undtriurtdinf  ol  n«mi.  dos*9t  Iriduidcv  ind  tptcidl  innructioni. 


IV  TflEATMENTS/CAflE 


InjUuctiont  0'vin 


PpMnt.SO  Ofurvtd 

Oomonttrtt'po  (Oait) 

Piliini/r.  0  Rilurntd 
^  Oimoiatfllicin  (Dtlil 

mwsmisrsmMmmmm 

sbssbibssbbsb 

V  fOlLOWUP  Yoy  ihov<‘flb« 


ffyrr^PtA 


Ctnirti  Appomtmont 


^  (iim»  pinodi 


r/^// 


P||itn{  IdiiwIiCJlipn 


OA  Form  3888  b  (TEST) 
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PART  IV 


INTEGRATED  RECORD 
PROGRESS  NOTES 


91.  Clinical  Record-Nursing  Notes 
(SF  510)  (Nursing  Notes  form).  This 
form  will  not  be  used  for  the  duration 
of  the  study  period.  All  narrative 
nursing  notations  will  be  recorded 
on  the  Progress  Notes  form. 


No  answer  required. 
Go  on  to  the  next  frame. 


92.  In  accordance  with  AR  40-66, 
para.  7-llb,  "Progress  notes 
will  describe  chronologically  the 
clinical  course  of  the  patient. 
They  should  reflect  any  change  in 
condition  and  results  of 
treatment . ..." 


In  accordance  with  AR  _ , 

para.  7-llb,  "Progress  notes 
will  describe  chronologically 
the  clinical  course  of  the 
patient.  They  should  reflect  any 
change  in  condition  and  results 
of  treatment . . . " 


40-66 
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93.  For  the  period  of  the  Clinical 
Nursing  Records  Study,  an  integrated 
approach  will  be  taken  towards  the 
writing  of  progress  notes.  All  health 
team  members,  Including  nursing  person 
nel,  will  lecord  on  the  same  form  in  a 
chronological  sequence.  The  nursing 
progress  notes  begin  with  an  admission 
note,  unless  one  was  written  on  the 
Nursing  History  and  Assessment  form 
when  the  patient  was  admitted. 


For  the  period  of  the  Clinical  Nursing 
Records  Study,  an  integrated  approach 
will  be  taken  towards  the  writing  of 

progress  notes.  _  health  team 

members,  including  _ 

_ ,  will  record  on  the 

same  form  in  a 


_ .  The  nursing 

progress  notes  begin  with  an  admission 
note,  unless  one  was  written  on  the 
Nursing  History  and  Assessment  form 
DA  FORM  3888-2  (Test)  when  the  patient 
was  admitted. 


All;  nursing  personnel; 
chronological  sequence 


94.  Nursing  personnel  will  continue 
to  use  the  Medication  and  Nonmedication 
Therapeutic  Care  Plan  forms,  and  other 
approved  flowsheets  to  Indicate  routine 
activities  or  therapy.  Specific  nota¬ 
tions  of  the  patient's  response  will 
be  written  in  the  progress  notes.  For 
example,  nursing  may  do  a  history  and 
assessment,  Identifying  problems,  dis¬ 
charge  considerations,  and  nursing 
goals,  but  afterwards,  depending  on  the 
prescribed  circumstances  as  further  out¬ 
lined,  followup  nofpK  are  made  on  the 
Progress  Notes  form. 
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Nursing  personnel  will  continue  to 
use  the  Medication  and  Nonmedication 
Therapeutic  Care  Plan  forms  and  other 
approved  flowsheets  to  indicate  routine 
activities  or  therapy.  Specific  no¬ 
tations  of  the  _ 

will  be  written  on  the  _ 

_  form.  For  example,  nursing 

may  do  a  history  and  assessment, 
identifying  problems,  discharge  con¬ 
siderations  and  nursing  goals,  but 
afterwards,  followup  notes  are  made 
on  the  form. 


patient's  response;  Progress  Notes; 

Progress  Notes 


95.  The  patient's  record  will  show 
progress  or  a  lack  of  progress  which 
would  indicate:  1)  Objective 
evidence  of  treatment  and  procedures 
is  documented;  2)  medical  orders  are 
followed  and  appropriate  care  is  given 
by  the  respective  departments;  and 
3)  observations  which  describe  and  answer 
questions  regarding  what  the  patient 
does,  how  it  is  done,  and  how  the  patient 
looks  are  documented  when  pertinent.  In 
addition,  interactions  with  the  patient  or 
subjective  statements  of  the  patient 
which  describe  what  the  patient  says, 
how  it  is  said,  and  how  he  or  she  feels  are 
documented  when  pertinent. 


The  patient's  record  will  show 

_ or  a  _  _ 

_ ,  which  would 

indicate:  1)  Objective  evidence 
of  treatment  and  procedures  is 
documented;  2)  medical  orders  are 
followed  and  appropriate  care  is 


o  H  v#>n  K\» 

O'*  ' 
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3)  observations  which  describe  and 
answer  questions  regardii.,  what  the 
patient  does,  how  it  is  done,  and 
how  the  patient  looks  are  documented 
_ _ .  In  addition. 


when 
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interactions  with  the  patient  or 
subjective  statements  of  the  patient 
which  describe  what  the  patient  says, 
how  it  is  said,  and  how  the  patient 
feels  are  documented  when  pertinent. 


progress;  lack  of  progress; 

pertinent 


96.  Ail  nursing  personnel  are 
authorized  to  chart  on  the  Progress 
Notes  form  during  the  test  period. 

However,  documentation,  in  any  form, 
by  other  than  the  registered  nurse, 
does  not  absolve  the  registered  nurse  (i  e 
nurse,  charge  nurse,  team  leader,  etc.) 
of  the  responsibility  for  professional 
supervision  and  review  of  nursing  care. 


head 


-  nursing  personnel  aie  authorized 

to  chart  on  the  SF  509  during  the 
test  period.  However,  documentation 
In  any  form,  by  other  than  the  registered 
nurse,  does  not  absolve  the  registered  nurse 

— - - -  for  professional 

sunervlsion  and  review  of  nursing  care. 


o  f 


t  he 


All; 

responsibility 


Go  on  to  the  next 


page. 


97.  The  registered  nurse  must  assess 

the  individual  nursing  provider's  skill 

level  for  documentation.  The  head  nurse, 

or  designee,  must  consider  the  quality 

of  the  progress  notes  written  by  the 

paraprofessional  or  regi'^tered  nurse  to  be  meeting 

professional  standards  and  medical/ 

legal  requirements.  Additional 

training  may  be  done  on  an  individual 

basis  between  the  head  nurse  and 

staff  members,  by  the  nursing 

education  and  training  service  at 

the  MTF,  or  as  otherwise  designated 

by  the  chief  nurse.  The  head  nurse 

will  periodically  review  progress  notes 

written  by  staff  members. 


No  answer  required. 
Go  on  to  the  next  frame. 


98.  Frequency  of  nursing 
charting  will  be  dictated  by 
the  patient's  response  and  the 
professional  responsibility  and 
judgement  of  those  authorized 
to  chart  on  the  form.  Charting 
will  be  based  primarily  on 
exceptions  to  the  expected  course 
of  the  patient's  treatment. 

Frequency  of  charring  will  be 
dictated  by  the  patient's  response 
and  the  professional  responsibility 
and  judgement  of  those  authorized  to 
chart  on  the  form.  Charting  will  be 

based  primarily  on  _ 

to  the  _ 

of  the  patient's  treatment. 


except  ions ; 
expected  course 
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99.  What  the  recorder  determines  to 
be  pertinent  is  related  to  his  or  her 
nursing  judgement.  Several  points  are 
emphasized : 


a.  Documentation  is  made  of  patient 
transportation  to  and  from  the  operating 
room,  recovery  room,  treatment  off 

the  MTF  premises,  or  transfer  to  another 
unit.  It  is  not  necessary  to  chart 
routine  successful  transportation  to 
various  treatment  areas  such  as  PT, 

X-Ray,  etc. 

b.  Some  Single  Action  Orders  will 
require  an  assessment  of  the  interven¬ 
tion's  efficacy.  If  such  an  order  has 
not  been  transcribed  to  either  the 
Medication  or  Nonmedication  Therapeutic 
Care  Plan  form,  the  assessment  must 
appear  on  the  Progress  Notes  form., 

c.  Negative  statements  should  be  avoided 
unless  they  serve  a  useful  purpose.  With¬ 
out  a  new  statement,  the  previously  doc¬ 
umented  status  exists,  since  charting  is 
based  on  "exceptions  to  the  expected  course 
of  the  patient's  treatment." 

d.  Generalized,  judgemental  statements 
without  supporting  facts  on  which  such 
judgements  were  made  are  to  be  avoided. 

e.  Record  concisely;  be  specific  as 
the  situation  is  seen;  correlate 
what  is  seen  with  what  is  known. 


What  the  recorder  determines  to  be 
pertinent  '  f  related  to  nursing 
judgement.  Several  p<'ints  are 
emphasized : 


a.  Documentation  is  made  of 
transportation  to  and  from  tht- 

_  _ » _ _ _ _ » 

_ _ _  premises, 

and  transfer  to 
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operating  room,  recovery  room, 
off  the  MTF; 
another  unit. 


b.  The  assessment  of  the 
efficacy  of  a  Single  Action  Order 
not  transcribed  to  the  Medication 
or  Nonmedication  Therapeutic 
Care  Plans  is  to  appear  on  the 

form. 


Progress  Notes 


c.  Negative  statements  should  be 
_  unless  they  serve  a  use¬ 
ful  purpose.  Without  a  new  statement, 
the  exists. 


avoided ; 

previously  documented  status 


d.  Generalized,  judgemental  state¬ 
ments  without  _  _ 

on  which  such  judgements  were  made 
are  to  be  avoided. 


supporting  facts 
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e.  Record _ ;  be 

as  the  situation  is  seen. 


concisely;  specific 


100.  The  majority  of  the  incidental 
and  routine  charting  related  to  the 
efficacy  of  nursing  interventions 
and  other  patient  responses  will  be 
done  on  the  Medication  and  Nonmedication 
Therapeutic  Care  Plan  forms  using  the 
codes  printed  on  each  sheet.  However, 
if  a  less  than  desired  result  or  response 
is  noted,  a  problem  has  arisen,  and  the 
subsequent  notation  by  the  nursing 
personnel  on  the  Progress  Notes  will 
be  problem  oriented.  This  does  not 
preclude  the  writer  from  making 
a  notation  on  a  patient  even  if  every¬ 
thing  has  gone  according  to  plan.  For 
example,  a  note  may  be  necessary  to  add 
continuity  or  to  provide  a  succinct  summary 
of  a  shift's  activity  . 


The  majority  of  the  ’ncidental  or  routine 
charting  of  the  efficacy  of  nursing  inter¬ 
ventions  and  other  patient  responses  will 

be  done  on  the _ _ _ 

_ _  _  forms. 

However,  if  a  less  than  desired  result  or 
response  is  noted,  it  will  be  charted  on  the 

form. 


Medication  and  Nonmedication 
Therapeutic  Care  Plan;  Progress  Notes 


101.  Notations  on  the  Progress 
Notes  form  may  be  diary  style 
or  problem  oriented.  No  format 
is  mandated.  However,  components 
of  the  nursing  process  should  be 
evident  in  the  progress  notes 
written  by  nursing  personnel. 


Notations  on  the  Progress 

Notes  form  may  be  _ 

or _ .  No  format 

is  mandated.  However,  components 
of  the  nursing  process  should  be 
evident  in  the  progress  notes 
written  by  nursing  personnel. 


diary  style;  problem  oriented 


102.  The  following  mechanics  for 
writing  a  note  on  the  Progress  Notes 
form  are  to  be  followed  by  nursing 
personnel : 

a.  All  notations  are  to  be  made 

in  black  or  blue-black  ink.  Standard 
abbreviations  as  noted  in  appendix  B 
of  AR  40-66  will  be  used. 

b.  Each  notation  is  to  be  preceded 
with  the  date  and  time  of  entry,  and  the 
nursing  care  plan  problemCs)  to  be 
reflected  in  the  progress  note  (e.g., 

6  Ju]y  1984,  0800,  NCP  #2,3  ).  The  pro¬ 
blem  may  be  listed  by  number  or  name. 

c.  All  entries  will  close  with  the 
signature,  rank,  and  title  of  tne 
writer.  A  line  is  to  be  drawn  to 
complete  unused  B;jace  as  necessary. 

d.  LATE  entries  (entries  ouc  of 
chronological  order)  may  be  made  by 
first  noting  the  date  and  time  of 
the  current  notation,  followed  by  an 
indication  that  this  is  a  recording 

of  an  event  cut-of-sequence .  No  attempt 
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fit  the  sequence  of  notations. 


e.  A  mistake  is  not  erased.  A  line  is 
drawn  through  the  error  and  marked  error 
in  recording  followed  by  a  notation  of 
the  correct  information. 


The  following  mechanics  for  writing 
the  note  are  to  be  kept  in  mind: 

a.  All  notations  are  to  be  made  in 
or  ink. 


black;  blue-black 


b.  Each  notation  is  to  be  pro¬ 
ceeded  with  date  and  time  of  entry 

and  the _ _ 

_ (s)  to  be  reflected 

in  the  progre'’.s  note. 


nursing  care  plan  problem 


c.  All  entries  will  close  with 

_ , _  and 

of  the  writer. 


signature;  rank;  title 
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< 


d,  LATE  entries  may  be  made  by 
first  noting  the  date  and  time  of 
the  current  notation,  followed  by  an 
indication  that  this  is  a  recording 

of  an  event _ . 

No  attempt  is  to  be  made  to  _ 

in  this  data  to  fit  the  sequence  of 
notations . 


out -of -sequence ; 

squeeze 

e.  A  mistake  is 

• 

not  erased 

************** 

One  final  note: 

The  preceding  forms  and  governing  instructions  have  been  developed  in 
accordance  with  DA  Regulations,  the  AMEDD  Standards  of  Nursing  Practice  and 
nursing  ser^'ice  standards  published  by  the  Joint  Commission  on  Accredita¬ 
tion  of  Hospitals  (JCAH).  Documentation  of  patient  care  has  become  an 
essential  component  of  daily  nursing  activities.  In  reality,  it  can  become 
a  cumbersome,  redundant,  and  inflexible  exercise,  frustrating  even  the  most 
proficient,  dedicated,  and  organized  care  provider.  The  test  forms  were 
designed  to  reduce  redundancy  and  fragmentation  of  the  clinical  record. 

Yet,  it  is  the  overall  quality  of  a  patient's  record  which  will  convey  a 
true  picture  of  the  hospital  stay.  The  forms  are  merely  the  basis  for 
organizing  the  information.  Quality  flows  from  the  pen  of  the  writer! 

*************  * 


THIS  IS  THE  END  OF  THE  PROGRAMMED  TEXT 
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HSHN-H 
1  August  1985 

INFORMATION  PAPER 
SUBJECT:  The  Clinical  Nursing  Records  Study 

ISSUE:  To  describe  a  study  regarding  nursing  documentation  conducted  by 
the  USA  Health  Care  Studies  and  Clinical  Investigation  Activity  (HCSCIA), 

Ft  Sam  Houston,  TX.  Prepared  for  Commanders  and  headquarters'  staffs  at 
test  sites. 

FACTS: 

1.  In  recent  years  general  dissatisfaction  has  been  verbalized  within  the 
Army  Nurse  Corps  regarding  inpatient  nursing  documentation.  There  has  been 
an  overwhelming  number  of  requests  for  overprints  and  exceptions  to  oolicy. 
A  1981  ad  hoc  committee  for  clinical  nursing  records  proposed  revisions  and 
recommended  testing  of  revised  forms.  The  study  was  assigned  to  HCSCIA  as 
part  of  the  FY  84  AMEDD  Study  Program.  Emphasis  was  expanded  to  examine 
all  inpatient  forms  currently  in  use  at  MTFs.  The  Study  Director  is  COL 
Marian  Walls,  ANC,  formerly  Senior  Staff  Officer,  Nursing  Division,  HQ  HSC, 
currently.  Chief,  Department  of  Nursing,  Brooke  Army  Medical  Center.  Co¬ 
investigators  are  MAJ  Martha  Bell,  ANC  and  LTC  Terry  R.  Misener,  ANC, 
Nursing  Methods  Analysts,  HCSCIA. 

2.  A  worldwide  survey  of  Army  nursing  personnel  identified  documentation 
problems.  A  working  group  of  ANC  officers  was  formed  to  identify  possible 
changes  within  the  scope  of  OCAH  requirements,  ARs,  and  medical-legal 
considerations.  Representatives  from  HSC  DCCS,  PAD,  and  JAG  served  as 
advisors.  In  addition,  proposed  changes  were  coordinated  with  OTSG  PAD, 
OTSG  Publications,  and  DA  TAG  to  insure  that  "test"  forms  are  considered 
parts  of  the  permanent  inpatient  record.  Concomitantly,  proposed  changes 
have  been  reviewed  by  the  JCAH.  OTSG  Consultants  were  briefed  regarding 
the  study  effort  and  have  concurred. 


3,  The  authority  for  the  test  is  HQDA  Letter  40-85-4  "Clinical  Nursing 
Records  Study-Test  Forms".  Five  revised  and  three  new  forms  (Appendix  1) 
will  be  tested.  SF  509  Progress  Notes  will  be  used  by  nursing  personnel 
during  the  test.  Test  forms  are  authorized  for  use  only  at  designated 
sites.  The  forms  will  be  phased  in  over  a  month  on  all  nursing  units  at 
each  test  site,  and  used  for  an  additional  three  months.  HQDA  Letter  40- 
G5-4  authorizes  use  of  the  test  forms  for  two  years;  hence,  facilities  will 
have  the  option  to  continue  using  the  forms  after  the  testing  period. 
Printing  costs  will  be  absorbed  by  DA;  one  year's  quantity  has  been  ordered 
to  preclude  local  reproduction  of  forms  and  guidelines. 


4.  Four  MTFs  (FAMC,  and  the  hospitals  at  Fts  Jackson,  Campbell,  and  Polk) 
will  participate  in  the  study.  Hospital  staffs  will  be  oriented  to  the 
test  by  project  personnel  from  local  Departments  of  Nursing.  Site  coordi¬ 
nation  will  be  completed  through  project  officers  appointed  by  local  Chief 
Nurses.  Your  Project  Officer  is _ 


MAJ  Bell/471-4880 
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APPENDIX  1 


Clinical  Nursing  Records  Study 
Test  Forms 


REVISED  FORMS 

DA  Form  3888-2  (TEST)  Medical  Record— Nursing  History  and  Assessment 
(revision  of  DA  3888) 

DA  Form  3888-4  (TEST)  Medical  Record— Nursing  Care  Plan 
(revision  of  DA  3888-1) 

DA  Form  4256-1  (TEST)  Clinical  Record — Doctor's  Orders  for  Medications 
(revision  of  DA  4256) 

DA  Form  4677-1  (TEST)  Clinical  Record— Therapeutic  Documentation  Care  Plan 

for  Nonmedications 

(revision  of  DA  4677) 

DA  Form  4678-1  (TEST)  Clinical  Record— Therapeutic  Documentation  Care  Plan 

for  Medications 

(revision  of  DA  4678) 


NEW  FORMS 

DA  Form  3888-3  (TEST)  Medical  Record--Nursi ng  History  and  Assessment, 
continued 

DA  Form  3888-5  (TEST)  Medical  Record— Nursing  Discharge  Summary 

(NOTE:  a  multiple  copy  form;  copies  designed  to  be  included  in  the 
inpatient  and  outpatient  treatment  records  and  provided  as  a  record  of 
discharge  instructions  for  patient's  home  use.) 

DA  Form  4256-2  (TEST)  Clinical  Record — Doctor's  Orders  for  Nonmedications 
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INFORMATION  PAPER 


HSHN-H 
1  August  1985 


SUBJECT:  The  Clinical  Nursing  Records  Study 

ISSUE:  To  describe  a  study  regarding  nursing  documentation  conducted  by  the 
USA  Health  Care  Studies  and  Clinical  Investigation  Activity  (HCSCIA),  Ft 
Sam  Houston,  TX.  Prepared  for  Department  of  Nursing  personnel  at  test 
sites. 

FACTS: 

1.  In  recent  years  general  dissatisfaction  has  been  verbalized  within  the 
Army  Nurse  Corps  regarding  inpatient  nursing  docurnentatio.i.  There  has  been 
an  overwhelming  number  of  requests  for  overprints  and  exceptions  to  policy. 
A  1981  ad  hoc  committee  for  clinical  nursing  records  proposed  revisions  and 
recommended  testing  of  revised  forms.  The  study  was  assigned  to  HCSCIA  as 
part  of  the  FY  84  AMEDD  Study  Program.  Emphasis  was  expanded  to  examine 
all  inpatient  forms  currently  in  use  at  MTFs.  The  Study  Director  is  COL 
Marian  Walls,  ANC,  formerly  Senior  Staff  Officer,  Nursing  Division,  HQ  HSC, 
currently  Chief,  Department  of  Nursing,  Brooke  Army  Medical  Center.  Co¬ 
investigators  are  MAJ  Martha  Bell,  ANC  and  LTC  Terry  R.  Misener,  ANC, 
Nursing  Methods  Analysts,  HCSCIA. 

2.  A  worldwide  survey  of  Army  nursing  personnel  identified  documentation 
problems.  A  working  group  of  ANC  officers  was  formed  to  identify  possible 
changes  within  the  scope  of  JCAH  requirements.  Army  Regulations,  and 
medical -legal  considerations.  Representatives  from  HQ  HSC  Patient 
Administration  Division,  Judge  Advocate  General,  and  Deputy  Chief  of  Staff 
for  Clinical  Services  served  as  advisors.  "Test"  forms  will  be  part  of  the 
permanent  inpatient  record.  Proposed  changes  and  guidelines  have  been 
reviewed  by  the  JCAH.  OTSG  Consultants  have  been  briefed  regarding  the 
study  effort  and  have  concurred.  Commanders  of  test  sites  have  agreed  to 
testing  of  forms  at  their  respective  facilities. 

3.  Five  revised  and  three  new  forms  (Appendix  1)  will  be  tested. 

Revisions  involve  the  nursing  history,  assessment,  and  care  plan  formats 
(DA  Forms  3888  and  3888-1);  the  use  of  a  coding  system  on  revised 
Therapeutic  Documentation  Care  Plans  (DA  Forms  4677  and  4678)  to  indicate 
efficacy  of  intervention;  and  the  separation  of  nonmedication  from 
medication  orders  on  the  physician's  order  sheets  (DA  Form  4256).  Chart 
dividers  will  be  provided  to  separate  medication  from  nonmedication  orders, 
with  necessary  "pull  tabs"  to  enable  care  providers  to  "flag"  newly  written 
orders.  Transcription  of  certain  orders  to  revised  Therapeutic 
Documentation  sheets  will  no  longer  be  required  because  of  the  format  of 
the  order  sheets.  New  forms  to  be  introduced  are  a  nursing  discharge 
5u#sary  and  nursing  history/assessment  continuation  form.  Nursing 
personnel  will  use  the  SF  509  Progress  Notes  rather  than  SF  510  Nursing 
Notes  during  the  test  period. 

4.  All  Department  of  Nursing  personnel  and  other  hospital  staff  will  be 
oriented  to  test  forms  and  guidelines  by  study  personnel  from  local 


Departments  of  Nursing.  The  forms  will  be  phased  in  over  a  month  on  all 
nursing  units  at  each  test  site  and  used  for  an  additional  three  months. 
Following  the  testing  period,  personnel  will  be  asked  to  assess  various 
aspects  of  the  forms  and  guidelines.  Facilities  will  have  the  option  to 
continue  using  the  forms  after  the  testing  period. 

5.  Four  medical  treatment  facilities  (Fitzsimons  Army  Medical  Center,  and 
the  hospitals  at  FTs  Jackson,  Campbell  and  Polk)  will  participate  in  the 
study  effort.  Test  forms  are  authorized  for  use  ONLY  at  designated  sites. 
Project  officers  from  the  Departments  of  Nursing  have  been  appointed  by 
local  Chief  Nurses.  Questions  or  issues  concerning  the  test  forms  are  to 
be  directed  to  your  Project  Officer  who  is  _ _ _ 


MAJ  Bell/471-4880 


APPENDIX  1 


Clinical  Nursing  Records  Study 
Test  Forms 


REVISED  FORMS 

DA  Form  3888-2  (TEST)  Medical  Record— Nursing  History  and  Assessment 
(revision  of  DA  3888) 

DA  Form  3888-4  (TEST)  Medical  Record— Nursing  Care  Plan 
(revision  of  DA  3888-1) 

DA  Form  4256-1  (TEST)  Clinical  Record— Doctor's  Orders  for  Medications 
(revision  of  DA  4256) 

DA  Form  4677-1  (TEST)  Clinical  Record— Therapeutic  Documentation  Care  Plan 

for  Nonmedications 

(revision  of  DA  4677) 

DA  Form  4678-1  (TEST)  Clinical  Record — Therapeutic  Documentation  Care  Plan 

for  Medications 

(revision  of  DA  4678) 


NEW  FORMS 

DA  Form  3888-3  (TEST)  Medical  Record— Nursing  History  and  Assessment, 
continued 

DA  Form  3888-5  (TEST)  Medical  Record— Nursing  Discharge  Summary 
(NOTE:  a  multiple  copy  form;  copies  designed  to  be  included 
in  the  inpatient  and  outpatient  treatment  records  and  orovided  as 
a  record  of  discharge  instructions  for  patient's  home  use.) 

DA  Form  4256-2  (TEST)  Clinical  Record— Doctor's  Orders  for  Nonmedications 
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HSHN-H 

1  August  1985 


INFORMATION  PAPER 


SUBJECT:  The  Clinical  Nursing  Records  Study 

ISSUE:  To  describe  a  study  regarding  nursing  documentation  conducted  by 
the  USA  Health  Care  Studies  and  Clinical  Investigation  Activity  (HCSCIA), 

Ft  Sam  Houston,  TX.  Prepared  for  MC,  AMSC,  and  MSC  officers  at  test  sites. 

FACTS: 

1.  In  recent  years  general  dissatisfaction  has  been  verbalized  within  the 
Army  Nurse  Corps  regarding  inpatient  nursing  documentation.  There  has  been 
an  overwhelming  number  of  requests  for  overprints  and  exceptions  to  policy. 
A  1981  ad  hoc  committee  for  clinical  nursing  records  proposed  revisions  and 
recommended  testing  of  revised  forms.  The  study  was  assigned  to  HCSCIA  as 
part  of  the  FY  84  AMEDD  Study  Program  Emphasis  was  expanded  to  examine  all 
inpatient  forms  currently  in  use  at  MTFs. 

2.  A  worldwide  survey  of  Army  nursing  personnel  identified  documentation 
problems.  A  working  group  of  ANC  officers  was  formed  to  identify  possible 
changes  within  the  scope  of  JCAH  requirements.  Army  Regulations,  and 
medical-legal  considerations.  Representatives  from  HQ  HSC  Patient  Adminis¬ 
tration  Division,  Judge  Advocate  General,  and  Deputy  Chief  of  Staff  for 
Clinical  Services  served  as  advisors.  Proposed  changes  and  guidelines 
were  reviewed  by  the  JCAH.  OTSG  Consultants  were  briefed  regarding  the 
study  effort  and  have  concurred.  Coimnanders  of  all  test  sites  agreed  to 
testing  of  forms  at  their  respective  facilities. 

3.  Five  revised  and  three  new  forms  will  be  tested.  Revisions  involve  the 
nursing  history,  assessment  and  care  plan  formats  (DA  Forms  3888  and  3888- 
1);  the  use  of  a  coding  system  on  revised  Therapeutic  Documentation  Care 
Plans  (DA  Forms  4677  and  4678)  to  indicate  efficacy  of  intervention;  and 
the  separation  of  nonmedication  from  medication  orders  on  the  physician's 
order  sheets  (DA  Form  4256).  Chart  dividers  will  be  provided  to  separate 
medication  from  nonmedication  orders,  with  necessary  "pull  tabs"  to  enable 
care  providers  to  "flag"  newly  written  orders.  New  forms  to  be  introduced 
are  a  nursing  discharge  summary  and  nursing  history/assessment  continuation 
form.  Nursing  personnel  will  use  the  SF  509  Progress  Notes  rather  than  SF 
510  Nursing  Notes  during  the  test  period.  "Test"  forms  will  be  part  of  the 
permanent  inpatient  record. 

4.  Hospital  staffs  will  be  oriented  to  test  forms  and  guidelines  by 
project  personnel  from  local  Departments  of  Nursing.  The  forms  will  be 
phased  in  over  a  month  on  all  nursing  units  at  each  test  site  and  used  for 
an  additional  three  months.  Following  the  testing  period,  personnel  will 
be  asked  to  assess  various  aspects  of  the  forms  and  guidelines.  Facilities 
will  have  the  option  to  continue  using  the  forms  after  the  testing  period. 
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5.  Four  medical  treatment  facilities  (Fitzsimons  Army  Medical  Center,  and 
the  hospitals  at  FTs  Jackson,  Campbell  and  Polk)  will  participate  in  the 
study  effort.  Project  officers  from  the  Departments  of  Nursing  have  been 
appointed  by  local  Chief  Nurses.  Questions  or  issues  concerning  the  test 
forms  are  to  be  directed  to  your  Project  Officer  who  is  _ 


MAJ  Bell/471-4880 


HSHN-H 

1  August  1985 

INFORMATION  PAPER 


SUBJECT:  The  Clinical  Nursing  Records  Study 

ISSUE:  To  describe  a  study  regarding  nursing  documentation  conducted  by 
the  USA  Health  Care  Studies  and  Clinical  Investigation  Activity  (HCSCIA), 

Ft  Sam  Houston,  TX.  Prepared  for  Patient  Administration  Division  personnel 
at  test  sites. 

FACTS: 

1.  In  recent  years  general  dissatisfaction  has  been  verbalized  within  the 
Army  Nurse  Corps  regarding  inpatient  nursing  documentation.  There  has  been 
an  overwhelming  number  of  requests  for  overprints  and  exceptions  to  policy. 
A  1981  ad  hoc  committee  for  clinical  nursing  records  proposed  revisions  and 
recommended  testing  of  revised  forms.  The  study  was  assigned  to  HCSCIA  as 
part  of  the  FY  84  AMEDD  Study  Program.  Emphasis  was  expanded  to  examine 
all  inpatient  forms  currently  in  use  at  MTFs. 

2.  A  worldwide  survey  of  Army  nursing  personnel  identified  documentation 
problems.  A  working  group  of  ANC  officers  was  formed  to  identify  possible 
changes  within  the  scope  of  JCAH  requirements,  ARs,  and  medical-legal 
considerations.  Representatives  from  the  HQ  HSC  PAD,  JAG,  and  Deputy  Chief 
of  Staff  for  Clinical  Services  served  as  advisors.  In  addition,  proposed 
changes  have  been  coordinated  with  OTSG  PAD,  OTSG  Publications,  and  DA  TAG 
to  insure  that  "test"  forms  are  considered  parts  of  the  permanent  inpatient 
record.  Proposed  changes  and  guidelines  were  reviewed  by  the  JCAH.  OTSG 
Consultants  were  briefed  regarding  the  study  effort  and  have  concurred. 
Commanders  of  test  sites  have  agreed  to  allow  testing  of  forms  at  their 
respective  facilities. 

3.  The  authority  for  the  test  is  HQDA  Letter  40-85-4  "Clinical  Nursing 
Records  Study-Test  Forms".  Five  revised  and  three  new  forms  (Appendix  1) 
will  be  tested.  Forms  are  authorized  for  use  ONLY  at  test  sites.  Nursing 
personnel  will  use  SF  509  Progress  notes  to  record  narrative  notations 
usually  found  on  the  SF  510  Nursing  Notes.  SF  510  will  not  be  used  during 
the  period  of  the  test. 

4.  Hospital  staffs  will  be  oriented  by  study  personnel  from  local 
Departments  of  Nursing.  The  forms  will  be  phased  in  over  a  month  on  all 
nursing  units  at  each  test  site,  and  used  for  an  additional  three  months. 
HQDA  Letter  40-85-4  authorizes  use  of  the  test  forms  for  two  years;  hence, 
facilities  will  have  the  option  to  continue  using  the  forms  after  the 
testing  period.  One  year's  quantitiy  has  been  ordered  to  preclude  local 
reproduction  of  forms  or  guidelines. 

5.  Four  medical  treatment  facilities  (Fitzsimons  Army  Medical  Center,  and 
the  hospitals  at  FTs  Jackson,  Campbell  and  Polk)  will  participate  in  the 
study.  The  costs  of  printing  all  forms  and  accompanying  guidelines  will  be 
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absorbed  by  DA.  Guidelines  will  be  provided  to  medical  records  personnel 
at  test  sites.  Project  officers  from  the  Departments  of  Nursing  have  been 
appointed  by  local  Chief  Nurses.  Questions  or  issues  concerning  the  test 
forms  are  to  be  directed  to  your  Project  Officer  who  is _ . 


MAJ  Bell/471-4880 


i 


APPENDIX  1 

Clinical  Nursing  Records  Study 
Test  Forms 


REVISED  FORMS 

DA  Form  3888-2  (TEST)  Medical  Record— Nursing  History  and  Assessment 
(revision  of  DA  3888) 

DA  Form  3888-4  (TEST#  Medical  Record— Nursing  Care  Plan 
(revision  of  DA  3888-1) 

DA  Form  4256-1  (TEST)  Clinical  Record— Doctor's  0»'ders  for  Medications 
(revision  of  DA  4256) 

DA  Form  4677-1  (TEST)  Clinical  Record— Therapeutic  Documentation  Care  Plan 

for  Nonmedications 

(revision  of  DA  4677) 

DA  Form  4678-1  (TEST)  Clinical  Record— Therapeutic  Documentation  Care  Plan 

for  Medications 

(revision  of  DA  4678) 


NEW  FORMS 

DA  Form  3888-3  (TEST)  Medical  Record— Nursing  History  and  Assessment, 
continued 

DA  Form  3888-5  (TEST)  Medical  Record— Nursing  Discharge  Summary 

(NOTE:  a  multiple  copy  form;  copies  designed  to  be  included  in  the 
inpatient  and  outpatient  treatment  records  and  provided  as  a  record  of 
discharge  instructions  for  patient's  home  use.) 

DA  Form  4256-2  (TEST)  Clinical  Record— Doctor's  Orders  for  Nonmedications 
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APPENDIX  G 
Findings  Phase  III 
Test  Site  Project  Officer  Reports 
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Clinical  Nursing  Records  Study  Final  Report 


Fitzsimons  Army  Medical  Center 
Aurora,  Colorado 


Major  Timothy  P.  Williams 


15  January  1987 
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Introduction 


This  report  is  being  provided  at  the  request  of  the  U  S  Army  Health  Care 
Studies  and  Clinical  Investigation  Activity,  Fort  Sam  Houston,  Texas,  by  the 
project  officer,  MAJ  Timothy  P.  Williams,  Army  Nurse  Corps.  Fitzsimons  Army 
Medical  Center  is  located  in  Aurora,  Colorado  and  currently  has  526  functional 
beds.  The  population  that  Fitzsimons  serves  is  an  eleven-state,  tri-service 
region,  with  the  majority  of  patients  served  arriving  at  this  facility  through 
the  air  evacuation  system  provided  by  the  U  S  Air  Force.  Fitzsimons,  being  a 
medical  center,  is  a  teaching  facility.  Currently,  there  are  284  staff 
physicians  that  are  credentialed.  These  physicians  are  categorized  as  follows: 
118  active  duty,  48  civilian,  22  contract,  and  70  consultants.  We  have  21 
dentists  on  active  duty  at  Fitzsimons,  9  civilian  dentists,  and  2  consultants. 
Nurses  show  184  active  duty  Army  Nurse  Corps  officers,  123  civilian  nurses,  and 
13  contract  nurses.  Those  total  do  not  include  the  paraprofessional  staff 
consisting  of  LPNs,  91As,  91Bs,  91Cs,  and  nursing  assistants.  The  total  number 
of  paraprofessional  staff  currently  is  381  personnel. 

Fitzsimons  Army  Medical  Center  is  a  multi-disciplinary  facility  providing 
services  which  include  the  traditional  elements  found  in  Department  of  Medicine 
--  allergy,  immunology,  cardiology,  endocrinology,  hematology/oncology, 
gastroenterology,  general  medicine,  infectious  disease,  rheumatology,  internal 
medicine,  pulmonary  disease,  dermatology,  neurology,  and  an  emergency  medical 
team.  The  Department  of  Surgery  consists  of  otolaryngology,  neurosurgery, 
general  surgery,  orthopedics,  plastic  surgery,  thoracic  surgery,  and  urology. 
Fitzsimons  Army  Medical  Center  also  has  a  Department  of  Psychiatry,  a  Clinical 
Investigation  Service,  a  Physical  Medicine  and  Rehabilitation  Service, 
Department  of  Obstetrics  and  Gynecology,  Department  of  Pathology,  Department  of 
Primary  Care,  and  Community  Medicine,  Department  of  Radiology,  and  a  Department 
of  Pediatrics. 

The  actual  test  of  the  clinical  nursing  records  was  conducted  at 
Fitzsimons  from  the  period  November  1985  through  March  1986.  During  that  time 
period,  no  other  tests,  data  base  information  or  additional  training  was 
occurring.  The  breakdown  of  the  several  months  that  the  test  was  conducted  is 
a  follows:  During  the  month  of  November  1985,  the  entire  nursing  and  medical 
staff  and  all  other  ancillary  staff  that  had  access  to  the  inpatient  medical 
records  were  trained.  Because  of  size,  it  took  the  entire  month  of  November  to 
accomplish  this  task.  This  will  be  addressed  in  more  detail  later  in  the 
report.  During  the  month  of  December  1985,  the  new  forms  were  slowly 
integrated  into  the  inpatient  medical  records.  This  process  will  also  be 
outlined  in  greater  detail  later  in  the  report.  The  actual  test  window  began 
January  1986  and  ran  through  March  of  that  year.  At  that  time  (March  1986),  it 
was  the  decision  of  the  Commander  of  Fitzsimons,  Brigadier  General  Philip  K. 
Russell,  that  the  use  of  the  test  documents  be  continued  for  the  next  two-year 
period. 


Implementation 

The  coiranand  at  Fitzsimons  Army  Medical  Center  was  first  notified  of  their 
potential  selection  as  a  test  site  for  the  Clinical  Nursing  Records  Study  in 
May  1984.  A  letter  was  received  from  the  Army  Health  Care  Studies  and 
Clinical  Investigation  Activity  Commander,  LTC  Fred  A.  Cecere.  At  that  time, 
the  Commander  of  the  Health  Care  Studies  and  Clinical  Investigation  Activity 
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had  asked  for  input  as  to  the  cooperation  of  Fitzsimons  Army  Medical  Center  as 
a  potential  test  site  and  also  the  need  to  designate  a  project  officer.  The 
response  that  came  at  that  time  was  that  Fitzsimons  Army  Medical  Center  would 
indeed  be  willing  to  participate  in  this  particular  project  and  LTC  Rosalie 
Lord  was  designated  as  the  project  officer.  A  final  determination  was  made  in 
June  1984  that  Fitzsimons  would  be  considered  as  the  medical  center  test  site 
for  this  project,  and  communication  began  to  flow  requesting  background  data 
about  the  facility.  Briefing  of  the  command  group  at  Fitzsimons  was  conducted 
by  the  Assistant  Chief  Nurse,  COL  Naldene  Borg  and  LTC  Rosalie  Lord.  The 
decision  was  made  by  BG  Russell  that  he  would  support  this  test  should  FAMC  be 
selected  as  a  test  site.  BG  Russell  had  no  particular  concerns  or  questions, 
and  agreed  to  full  cooperation. 

Included  at  enclosure  1  is  the  Memorandum  for  Record  presented  by  LTC  Lord 
to  the  command  group  with  reference  to  the  Clinical  Nursing  Records  Study.  At 
that  time  we  were  also  told  that  the  other  three  test  sites  would  be  Fort 
Campbell,  Fort  Polk,  and  Fort  Jackson;  these  would  be  the  only  four  test  sites 
due  to  funding  constraints.  Due  to  the  numerous  revisions  of  the  test  forms 
and  drafting  of  new  forms,  the  Clinical  Nursing  Records  Study  did  experience 
several  delays.  The  delays  were  not  those  at  Fitzsimons,  but  those  with 
logistics  in  trying  to  coordinate  the  revisions  of  the  new  forms  at  a  higher 
level.  A  pre-site  selection  information  report  was  provided  to  LTC  Martha  Bell 
by  LTC  Lord  outlining  the  functional  beds  and  the  approximate  monthly  usage  of 
forms  at  Fitzsimons  (see  enclosure  2).  With  the  permanent  change  of  station 
move  of  LTC  Lord  in  February  1985,  a  new  project  officer  was  assigned,  MAJ 
Timothy  P.  Williams.  When  MAJ  Williams  assumed  the  responsibilities  of  project 
officer,  the  forms  had  already  been  ordered  for  Fitzsimons  in  a  volume  which 
LTC  Lord  had  approximated  would  suffice  for  one  year's  use.  Quantities 
supplied  can  be  found  at  enclosure  3.  With  the  large  volume  of  forms  coming  in 
to  Fitzsimons,  immediate  coordination  had  to  be  made  for  logistic  control  of 
these  documents. 


Logistics 


Forms  Management  at  Fitzsimons  Army  Medical  Center  was  tasked  with  the 
receipt  of  these  forms,  their  inprocessing,  and  accountability.  Two  problems 
arose  from  this  particular  situation.  First,  the  area  designated  for  storage 
of  forms  at  Fitzsimons  could  not  handle  the  volume  of  forms  being  sent.  There¬ 
fore,  an  alternative  site  had  to  be  obtained  for  storage.  Secondly,  because 
the  forms  were  in  the  test  mode,  there  were  problems  with  accountability  using 
current  logging  systems.  A  new  system  was  developed  by  our  Forms  Manager  to 
keep  track  of  the  test  forms  and  they  were  separated  from  all  other  forms 
currently  in  the  system. 

Distribution  of  the  forms  was  coordinated  by  the  project  officer  with  the 
cooperation  of  the  Chief  Wardmaster  of  the  hospital,  the  service  NCOICs,  and 
the  wardmasters  of  each  nursing  unit.  The  loading  dock  at  the  back  of 
Fitzsimons  was  used  for  distribution  of  the  forms.  A  special  detail  provided 
by  the  brigade  headquarters  at  Fitzsimons  brought  the  forms  from  the  storage 
site.  The  project  officer  logged  all  of  the  forms  by  number  and  distributed 
them  over  a  four-hour  period  to  all  of  the  wardmasters  and  NCOICs  in  the 
facility.  Each  wardmaster  and  NCOIC  was  responsible  for  obtaining  a  one-month 
supply  of  the  forms  for  their  particular  activity.  Prior  coordination  had  been 
made  by  the  project  officer  with  the  individuals  to  ascertain  what  this  number 
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would  be  so  that  an  adequate  amount  of  forms  could  be  transported  to  the 
loading  dock  area.  At  this  time,  inpatient  wardmasters  also  received  the 
Carstens  dividers  based  on  the  total  number  of  chert  backs  currently  being  used 
in  their  particular  unit.  Once  again,  there  was  a  problem  with  the  number  of 
dividers  that  were  supplied.  A  shortage  of  approximately  50-75  of  the  dividers 
was  realized.  The  wardmasters  cooperated  and  shared  the  dividers  supplied  and 
an  emergency  request  was  made  to  obtain  the  additional  number  needed.  With 
implementation  occurring  over  a  holiday  period,  the  low  census  allowed  the  test 
to  continue  until  additional  chart  dividers  we'^e  received.  By  January  when  the 
census  started  to  rise  again,  the  additional  chart  dividers  needed  were  on 
site. 


Training 


It  was  identified  immediately  that  due  to  the  size  o'f  Fitzsimons, 
additional  trainers  would  be  required.  Two  additional  trainers  were 
identified.  Both  were  staff  nurses  within  the  Department  of  Nursing, 

Fitzsimons  Army  Medical  Center,  and  were  selected  because  of  their  ability  to 
verbalize  and  an  interest  that  they  had  shown  in  other  documentation  projects 
at  Fitzsimons.  As  was  discovered  during  the  actual  training  time  frame,  due  to 
the  fact  that  these  two  individuals  were  staff  nurses,  often  times  it  meant 
that  they  were  pulled  from  their  staff  duties  or  they  had  to  come  in  on  days 
off  or  off  scheduled  times  in  order  to  conduct  training  sessions.  The 
dedication  that  these  two  individuals  showed  during  the  training  should  be 
underscored  and  was  certainly  a  factor  in  the  success  of  this  study  at 
Fitzsimons. 

Strategies  for  training  included  a  verbal  presentation  and  also  overheads 
were  used  as  audio-visual  aids.  Formal  presentations  were  held  in  the 
auditorium  in  the  main  hospital.  At  enclosure  4  is  the  schedule  of  classes  for 
the  mandatory  briefings  held  at  Fitzsimons.  Training  was  made  mandatory  upon 
realizing  that  all  personnel  having  access  to  inpatient  records  should  be 
readily  informed  of  the  changes  in  medical  records  being  studied.  Training  was 
set  up  to  incorporate  morning,  afternoon,  and  evening  time  frames  to  allow  for 
all  shift  work  personnel  to  attend  one  of  these  briefings  in  the  most 
convenient  manner  for  them.  Personnel  were  notified  using  the  chain  of  command 
within  ujpartment  of  Nursing  through  the  service  supervisors,  the  head  nurses, 
down  to  all  the  staff  personnel.  Ancillary  personnel  were  notified  by  the 
project  officer  by  contacting  their  particular  department  chiefs  and  informing 
them  of  the  necessity  for  this  training. 

Training  also  included  project  officer  briefings  at  Form  Sam  Houston  where 
the  project  officer  and  the  two  additional  trainers  were  given  an  in-depth 
background  as  to  the  Clinical  Nursing  Records  project  and  strategies  for 
training  and  implementation.  This  was  conducted  prior  to  our  November  1985 
mandatory  briefings. 


Implementation  of  Forms 


Due  to  a  delay  in  printing  and  also  a  printing  error,  the  implementation 
of  the  project  at  Fitzsimons  was  nearly  delayed.  Permission  was  given  to 
proceed  with  the  project.  Implementation  began  in  December  1985,  and  the  staff 
was  alerted  to  the  errors  that  were  present. 
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The  strategy  that  was  used  to  incorporate  the  new  forms  in  to  the  system 
is  as  follows:  All  patients  that  were  admitted  to  Fitzsimons  beginning 
1  December  were  admitted  using  the  new  form  documents.  Patients  that  were  in- 
house  patients  on  1  December  1985,  the  old  forms  were  used  until  their 
discharge.  If  a  patient's  hospitalization  was  continued  after  31  December  1985, 
their  cha.'U  were  converted  to  the  new  forms.  On  1  January  1986,  all  patient 
charts  contained  the  new  chart  documents.  This  particular  strategy  of  phasing 
in  the  forms  seemed  to  work  well  and  no  particular  problems  were  encountered. 

Of  concern  was  the  problem  that  was  faced  during  the  implementation  phase  with 
the  lack  of  knowledge  and  cooperation  from  the  medical  staff  in  the  use  of  the 
divided  Doctors  Order  Sheet,  i.e.,  one  Doctors  Order  Sheet  for  medications  and 
a  separate  Doctors  Order  Sheet  for  non-medication  orders.  Through  discussions 
with  the  Commander  at  Fitzsimons  Army  Medical  Center  and  the  various  department 
chiefs,  this  particular  problem  was  quickly  resolved. 

Because  of  tha  size  of  Fitzsimons,  it  also  should  be  pointed  out  that  many 
of  the  units,  being  very  specific  in  the  patient  clientele  which  they  serve, 
had  many  overprinted  forms  already  in  use.  With  the  immediate  implementation 
of  new  form  documents,  the  old  documents  with  overprinting  were  no  longer 
available.  The  particular  overprinting  problems  encountered  were,  first,  that 
the  Forms  Management  personnel  could  not  handle  the  volume  of  requests  for 
immediate  overprinting.  Secondly,  the  Therapeutic  Documentation  Care  Plans 
(TDs)  for  both  medication  and  non-medi cation  presented  a  problem  for 
overprinting  as  they  did  not  fit  into  the  printing  machinery.  At  Fitzsimons, 
fortunately  the  particular  type  of  printing  machine  could  be  modified  so  that 
these  documents  were  eventually  hand-fed  through  the  press  and  overprinted. 

In  the  interim,  several  computerized  typewriters  were  used  to  generate  these 
documents.  This  problem  was  overcome,  although  it  did  initially  present  an 
additional  workload  for  the  nursing  and  clerical  staff. 

During  the  implementation  phase  and  during  the  entire  test  window,  unusual 
occurrences  were  monitored  carefully.  There  were  no  unusual  occurrences 
generated  by  the  use  of  the  new  chart  documents. 

During  implementation,  much  cooperation  had  to  be  gained  from  not  only  the 
staff  using  the  forms  in  direct  patient  care,  but  also  ancillary  staff,  such  as 
our  Directorate  of  Patient  Administration.  All  charts,  upon  discharge  of  the 
patient,  are  reviewed  for  completeness  and  accuracy.  Checklist,  used  by  PAD 
personnel,  had  to  be  modified  to  include  the  new  documentation  forms  (see 
enclosure  5).  Records  were  returned  to  the  respective  department  chiefs 
whenever  nursing  documentation  was  not  complete  or  it  was  inaccurate. 
Appreciation  is  expressed  to  the  Directorate  of  Patient  Administration  for 
ingenuity  and  imagination  in  developing  a  modified  checklist  to  include  the  new 
nursing  documents. 

During  the  course  of  the  implementation  and  test  phase,  December  1985 
through  March  1986,  updates  were  sent  to  the  staff  from  the  project  officer  as 
reminders  for  the  proper  use  and  completion  of  forms.  This  project  officer  is 
also  the  Quality  Assurance  Coordinator  for  the  Department  of  Nursing,  therefore 
chart  auditing  was  done  on  a  daily  basis  to  make  certain  that  the  staff  was  in 
compliance  with  the  new  rules  and  regulations  governing  the  use  of  the  new 
chart  documents.  These  particular  newsletters  served  a  great  purpose  in 
reminding  the  staff  of  the  proper  use  of  the  chart  forms  and  reinforced  their 
continued  cooperation. 
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The  test  ended  in  March  1986.  Before  the  end  of  the  test,  on  17  March 
1986,  an  information  paper  was  compiled  by  the  project  officer  and  provided  to 
the  Chief,  Department  of  Nursing  to  help  guide  in  the  decision  to  continue  or 
not  to  continue  to  use  the  new  forms.  The  advantages  that  were  identified  are 
as  follows: 

a.  there  was  a  decrease  in  the  amount  of  narrative  charting  by  nursing 
staff,  with  an  increase  in  the  quality  of  charting. 

b.  there  was  an  improvement  in  the  completion  of  inpatient  nursing 
documentation, 

c.  positive  comments  with  apparent  increase  in  staff  morale  were  received 
from  all  nursing  staff,  and  there  was  a  general  acceptance  by  the  medical  staff 
of  the  nursing  documentation  and  the  use  of  the  Doctors  Order  Sheets,  and 

d.  it  improved  the  efficiency  within  the  Pharmacy  Service  with  the 
processing  of  new  medication  orders.  Pharmacy  Service  is  holding  these 
statistics. 

The  disadvantages  of  the  new  forms  were: 

a,  there  was  a  slow  process  for  overprinting;  that  problem  was  resolved 
at  FAMC, 


b.  printing  errors  in  the  test  forms  still  existed,  however,  new  forms 
had  been  requested,  and 

c.  the  division  of  the  Doctors  Order  Sheets;  there  was  still  a  small 
minority  of  medical  staff  that  objected  to  this  particular  part  of  the  test. 
This  information  was  provided  to  the  Commanding  General,  and  on  31  March  1986, 
the  decision  was  made  to  continue  to  use  the  new  chart  documents  for  the  next 
two  years. 

When  the  test  itself  had  concluded,  several  problems  had  arisen, 
logistically,  with  obtaining  new  supplies  of  forms.  Emergency  printing 
requests  had  to  be  submitted  in  March  and  April  1986  to  continue  to  have  an 
adequate  supply  of  the  Doctors  Order  Sheets  for  medication.  This  order  could 
not  be  filled  before  our  supply  had  been  exhausted.  The  project  officer  worked 
carefully  with  Reproduction  and  Forms  Management  personnel  to  locally  reproduce 
these  forms  on  an  emergency  basis  to  supply  the  needs  of  the  hospital.  This 
did  present  an  added  expense  on  the  already  strained  budget  of  the  Forms 
Management  activity  at  Fitzsimons.  When  problems  had  been  resolved  at  the  DA 
level,  the  new  forms  did  arrive  to  replace  tho^e  that  we  had  to  reproduce 
local ly. 

The  second  major  logistics  problem  that  occurred  at  the  conclusion  of  the 
actual  test  is  that  we  began  running  out  of  all  of  the  forms.  The  original 
figures  that  had  been  provided  by  LTC  Lord  for  an  actual  one-year  supply  of  the 
forms  was  exhausted  during  the  first  four  months,  i.e.,  the  one  month  of 
imolementation,  and  the  three  month  test.  In  retrospect,  a  more  careful 
analysis  need  be  made  of  actual  usage  of  forms,  keeping  in  mind  that  the  new  TD 
Sheets  are  used  to  a  greater  degree  than  the  old  TD  Sheets  were,  and  also  that 
the  Doctors  Order  Sheets  for  medications  are  used  to  a  greater  degree  than  the 
Doctors  Order  Sheets  for  non-medications. 


Assistance  visits  from  the  Health  Care  Studies  and  Clinical  Investigation 
Activity  were  made  by  LTC  Bell  and  Pat  Twist  during  the  month  of  December  when 
we  had  initially  begun  the  implementation  and  use  of  these  forms.  These  on¬ 
site  visits  were  a  great  help  to  the  staff  at  Fitzsimons  and  also  afforded  the 
staff  an  opportunity  to  ask  questions  directly  of  the  principal  investigator. 

I  would  recommend  in  future  implementation  strategies  that  on-site  visits  be 
made  early  in  the  test  so  that  during  these  times  of  maximum  confusion,  the 
experts  in  the  use  and  development  of  these  forms  will  be  on-hand  to  answer 
Questions  that  the  staff  may  have.  This  on-site  visit  included  ward  rounds  by 
tne  principal  investigator  which  also  afforded  opportunities  for  the  head 
nurses  to  ask  their  questions  directly  to  LTC  Bell. 

Evaluation 

The  evaluation  of  the  Clinical  Nursing  Records  Study  was  conducted  at 
Fitzsimons  with  the  cooperation  of  the  Health  Care  Studies  and  Clinical 
Investigation  team.  The  questionnaires  were  provided  by  the  Health  Care 
Studies  Division  and  arrived  at  Fitzsimons  for  distribution.  Distribution  was 
conducted  by  the  project  officer.  The  NCOICs  and  wardmasters  of  each  clinical 
nursing  unit  were  asked  to  represent  their  inpatient  units.  In  addition,  each 
of  the  departments  were  asked  to  send  a  representative  to  a  meeting  to  collect 
the  questionnaires  that  they  would  need  for  their  respective  areas.  An 
information  DF  was  sent  to  all  of  the  activities  involved  in  the  test 
explaining  the  need  for  accuracy  in  the  distribution,  completion,  and 
collection  of  these  questionnaires.  The  project  officer  coordinated  the 
distribution  and  the  turn-in  of  the  evaluation  questionnaire  as  well. 

Evaluation  was  conducted  over  a  five-day  period.  The  forms  were 
distributed  on  the  first  day,  and  it  was  asked  that  they  be  returned  by  the 
fourth  day.  All  questionnaires  were  to  be  returned  whether  or  not  they  were 
completed.  On  the  fourth  day,  the  project  officer  with  the  assistance  of  the 
Assistant  Chief,  Department  of  Nursing  at  Fitzsimons  collected  all  of  the 
outstanding  questionnaires  and  logged  them  in  based  on  the  numbers  that  had 
been  provided  to  the  specific  departments.  Packaging  had  been  furnished  by  the 
Health  Care  Studies  activity,  day  five,  the  questionnaires  were  returned  to 
Fort  Sam  Houston.  Instructions  for  completion  of  the  evaluations  were  written 
by  the  project  officer  and  were  provided  to  all  the  department  chiefs  and  chief 
of  ancillary  departments  that  were  involved  in  the  test.  Participants  in  the 
study  were  divided  into  four  groups  for  evaluation  purposes:  The  nursing 
staff,  the  medical  staff,  the  ancillary  staff  that  worked  in  the  inpatient 
setting,  and  the  administrative  staff.  Each  point  of  contact  for  these  four 
separate  groups  was  asked  to  check  off  the  names  of  all  the  individuals  as  they 
handed  out  the  evaluation  form  to  them.  Distribution  began  on  23  July,  with  a 
return  on  25  July.  The  questionnaires  wei^e  then  returned  to  the  project 
officer  sealed  in  the  coded  envelope.  As  the  envelopes  were  returned,  the 
names  were  again  checked  off.  The  project  officer  was  careful  to  make  certain 
that  the  exact  number  of  questionnaires  distributed  was  maintained  and  that  the 
exact  number  of  questionnaires  returned  were  accounted  for. 

The  majority  of  the  staff  provided  excellent  input  as  to  their  opinions 
for  the  use,  modification  and  implementation  of  the  test  documents.  The  staff 
at  Fitzsimons  felt  that  the  new  chart  documents  provided  a  much  greater 
resource  for  accurately  assessing  and  narrating  the  documentation  in  the 
inpatient  setting.  The  medical  staff  cooperated  with  the  use  of  the  two 
Doctors  Order  Sheets  during  the  test,  however,  the  majority  of  the  medical 
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staff  during  the  evaluation  phase  felt  that  it  still  was  an  inconvenience,  but 
agreed  to  continue  to  cooperate. 


Recommendations 

Recommendations  are  as  follows: 

1.  That  more  than  one  project  officer  be  identified  when  the  forms  are 
implemented.  Consideration  should  be  given  to  the  size  of  the  facility,  the 
time  that  was  required  for  educating  the  staff,  the  logistical  coordination  and 
monitoring  activities  necessary  to  ensure  that  care  is  not  compromised. 

2.  I  would  like  to  outline  each  form  individually  as  to  recommendations 
from  this  facility.  Only  minor  modifications  would  be  needed  with  any  of  these 
forms. 


a.  DA  3888-2,  Nursing  History  and  Assessment  form:  No 
recommendations  noted. 

b.  DA  3888-3,  the  Nursing  History  and  Assessment  continuation  sheet: 
No  recommendations  noted. 

c.  DA  3888-4,  the  Nursing  Care  Plan:  The  recommendation  from  the 
nursing  staff  was  overwhelming  that  the  list  of  the  nursing  diagnoses  at  the 
end  of  the  form  was  not  an  all-inclusive  list,  and  because  of  its  everchanging 
nature,  should  be  eliminated.  This  space  could  be  used  to  increase  the  size  of 
the  Nursing  Care  Plan  and  the  section  to  write  discharge  considerations. 

d.  DA  3888-4:  No  recommendations. 

e.  DA  4677-1:  Therapeutic  Documentation  Care  Plan  for  Non¬ 
medications  and  DA  4678-1,  Therapeutic  Documentation  Care  Plan  for  Medication: 

(a)  The  first  recommendation  is  that  the  sequential  order  of  these 
forms  coincide  with  the  sequential  order  of  the  Doctors  Order  Forms.  The  DA 
4258-1  Doctors  Order  Sheet  for  Medications  and  the  first  of  the  Nursing  TD 
Sheets  for  Medication  be  the  DA  4677-1.  As  it  is  now,  just  the  opposite  is 
true. 


(b)  Other  recommendations  for  the  DA  4877-1  and  the  DA  4878-1: 

From  this  facility  we  had  no  problems  with  overprinting  once  the  necessary 
arrangements  were  worked  out  with  the  FAMC  Forms  Management  activity.  In  the 
critical  care  setting,  it  was  noted  that  because  of  the  bi-fold  nature  of  this 
form,  it  became  impossible  for  the  staff  nurses  to  use  this  particular  form  on 
a  standardized  clipboard. 

f .  Doctors  Order  Sheets,  DA  4258-1  and  DA  4258-2:  No  recommendations 

are  made. 

g.  Clinical  Nursing  Records  Study  Guidelines:  They  were  well  written 
and  have  been  reprinted  numerous  times  at  FAMC  for  distribution  to  new 
personnel.  The  programmed  instruction  for  the  Clinical  Nursing  Record  Guide 
has  also  been  beneficial.  An  additional  recommendation  would  be  that  in 
future  implementation,  a  form-by-form  handout  be  given  to  individuals  during 
the  instructional  phase  so  that  they  can  follow  on  a  document  in  front  of  them. 
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as  well  as  following  on  an  overhead.  Many  times,  particularly  at  Fitzsimons 
with  the  size  of  the  audiences  that  we  had,  personnel  in  the  back  of  the  room 
were  not  able  to  see  the  fine  print  on  the  forms  used  with  overhead. 

Conclusion 

In  conclusion,  not  many  recommendations  for  change  are  made.  The  elements 
that  caused  the  greatest  problems  were  outside  the  control  of  the  investigation 
team  and  the  test  site  project  officers.  Planning  was  started  for  educational 
implementation  before  the  actual  arrival  of  the  test  documents;  however, 
planning  should  not  be  done  until  the  documents  arrive  and  have  been  screened 
for  printing  errors.  A  team  would  be  necessary  for  implementation, 
particularly  at  the  larger  MEDDACs  and  MEDCENs  when  worldwide  distribution 
occurs.  This  has  been  a  learning  experience  for  this  project  officer  and  the 
learning  continues  as  additional  personnel  and  newly  assigned  personnel  arrive 
at  the  facility. 
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9  November  1984 


MEMORANDUM  FOR  RECORD 

SUBJECT:  Clinical  Nursing  Records  Study 


1.  PilREQS£: 

a.  In  recent  years,  much  controversy  has  surfaced  regarding  all  nursing 
documentation  in  US  Army  Treatment  Facilities.  General  dissatisfaction  with 
current  documentation  procedures  has  been  verbalized  within  the  Army  Nurse 
Corps.  The  volume  of  requests  for  exception  to  policy  and  requests  for 
overprints  have  demonstrated  the  magnitude  of  this  concern.  Pursuant  to  TSG 

FY  84  Army  Medical  Department  Study  Program,  under  AR  5-5,  the  Clinical  Nursing 
Records  Study  will  examine  all  inpatient  nursing  documentation  required  by  the 
Army  and  the  JCAH.  The  study  proposes  to  determine  inpatient  nursing 
documentation  needs  and  to  field  test  the  revised  forms. 

b.  In  order  to  insure  validity  of  alternative  documentation  methods,  it 
will  be  necessary  to  study  facilities  of  various  sizes  and  population  served. 
Several  MTFs  are  being  contacted.  Eight  sites  will  be  selected  for  final 
testing.  Because  of  the  size  and  locale  of  Fitzsimons  Army  Medical  Center,  it 
has  been  recommended  by  HQ,  HSC  as  one  of  the  possible  sites  for  data 
collection.  The  study  will  entail  a  complete  test  of  nursing  documentation  by 
removing  selected  DA  and  Standard  Forms  from  facilities  for  a  90  day  period, 
and  substituting  DA  test  forms. 

2.  POSITIVE  REASONS  FOE  C(MD.U£TING  STUDY  AT  FAMC; 

a.  Large,  teaching  facility  with  a  variety  of  services  (medicine,  surgery, 
OB/GYN,  etc.),  thus  providing  a  large  sample  from  which  to  collect  data  for 
validating  the  study. 

b.  Target  population  for  doing  the  study  is  good  due  to  variety  of 
participants;  various  ranks,  various  educational  background,  and  levels  of 
expertise. 

c.  Enthusiasm  of  the  participants.  Nursing  personnel  are  dissatisfied 
with  the  present  forms  and  are  enthusiastic  to  try  other  types  (revision  or 
new)  forms. 

3.  POSITIVE  REASONS  FOR  DOING  THE  STUDY: 

a.  Present  forms  are  inadequate: 

(1)  Two  sided  requiring  a  turning  of  papers  from  side  to  side 
particularly  TDCP  DA  4678  leading  to  medications  being  overlooked  or  delayed  in 
administration. 

(2)  Quality  of  paper:  Paper  is  very  flimsy,  tears  easily,  and  becomes 
dislodged  from  binders  and  charts. 
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b.  New  Forms  will  decrease  replication  of  documentation. 

c.  Standardization  of  forms  at  all  MTFs: 

(1)  Reduce  the  need  to  overprint  "other"  forms. 

(2)  Reduce  confusion  in  being  introduced  to  new  forms  when  reassigned 
to  another  MTF. 

d.  Integrated  use  of  progress  note: 

(1)  Will  facilitate  reading  of  nurse's  notes  by  physicians,  reading  of 
physician's  notes  by  nurses  which  will  lend  itself  to  continuity  of  patient's 
care. 

(2)  More  awareness  of  patient's  progress  and  plan  of  care  including 
discharge  considerations. 

4.  NEGATIVE  ASPECTS  OF  THE  STUDY: 

a.  Doctor's  order  sheet  DA  4256: 

(1)  Time  involved  in  writing  orders  on  two  different  charts,  i.e., 
Medication,  Nonmedications. 

(2)  Greater  number  of  pages  in  patient's  record  thus  increasing 
possibility  of  papers  becoming  misplaced,  lost,  etc. 

b.  Integrated  progress  notes  SF  509: 

(1)  Difficulty  in  getting  patient's  record  to  document  on  progress 

note. 

(a)  Doctor  writing  orders,  notes. 

(b)  Nurse  writing  notes. 

(c)  Chart  with  patient  in  another  department. 

(2)  Documentation  being  out  of  time  sequence. 

(a)  Factors  as  mentioned  in  4a(l),  above. 

(b)  Delay  in  getting  documentation  done  in  timely  manner  due  to 
other  activities  by  both  doctors  and  nurses. 

5.  NEED  TO  BE  ACCOMPLISHED  FOR  THE  STUDY: 

a.  New  concept  of  doctor  and  nursing  personnel  documenting  on  same  note 
(SF  509): 
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(1)  Require  increased  judgment  and  assessment  skills  by  nursing 
personnel  so  that  information  documented  is  related  to  patient's  progress;  this 
may  require  reteaching  of  what  and  how  to  document. 

(2)  Head  Nurses  and  Wardmasters  to  be  more  involved  in  instructing, 
evaluating,  and  follow-up  of  documentation. 


(3)  More  Thorough  audit  of  charts  by  Head  Nurses  for  adequate  and 
appropriate  documentation. 


ROSALIE  N.  LORD 
LTC,  ANC 

Quality  Assurance  Coordinator 
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Clinical  Nursing  Records  Study 
Pre-Site  Selection  Information 
SITC:  Fitzsimons  Army  Medical  Center 

PROJECT  OFFICER:  MAJ{P)  Rosalie  Lord  (AUTOVON):  943-8783 

CHIEF  NURSE:  COL  Teryl  Miller  (AUTOVON):  943-4118 

Present  Bed  Capacity:  627,  but  only  506  operational  beds. 

Clinical  Nursing  Units  (name,  specialty  and  size,  e.g.,  "Ward  lA,  Female 
Medicine,  20  beds"). 

See  attached  sheet  for  information  on  clinical  nursing  units. 

APPROX  NUMBER  OF  HOSPITAL  DISCHARGES  PER  MONTH:  U2£L 

APPROXIMATE  MONTHLY  USAGE  OF 
DA  Form  3888  4.500 

3888-1  5 .850 

4256  26^450 

4677  16.900 

4678  14.500 

4700  242  without  overprinting 

STANDARD  FORM  509  38.350 
510  25.950 
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Clinical  Nursing 

Units 

2  East  A 

General  Medicine 

31 

beds 

2  East  B 

General  Medicine 

21 

beds 

2  West  A 

General  Medicine 

24 

beds 

2  West  B 

General  Medicine 

33 

beds 

3  East 

Pediatrics 

36 

beds 

3  West 

General  Surgery  (male) 

43 

beds 

SICU 

9 

beds 

MICU 

7 

beds 

ecu 

7 

beds 

4  West  Surg 

General  Surgery  (female) 

27 

beds 

4  West  Ortho 

Orthopedic  (female) 

26 

beds 

5  East 

Orthopedic  (male) 

50 

beds 

5  West  Ortho 

Orthopedic  &  Plastic 

32 

beds 

5  West  Neuro 

Neuro  Surgery 

18 

beds 

6  East 

GYN/Oncology 

28 

beds 

6  North 

Labor  and  Delivery 

7 

beds 

6  West 

Obstetrics 

17 

beds 

NBN 

23 

bassinets 

NICU 

7 

bassinets 

7  East 

Urology 

18 

beds 

7  West 

Thoracic  Surgery 

16 

beds 

609 

Psychiatry 

30 

beds 
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QA  INFORMATION:  What  is  the  mechanism  used  at  your  facility  for  performing 
"audits"  of  nursing  records?  (Who  does  this,  how  often,  integrated 
committees,  etc.?)  Please  enclose  copies  of  forms. 

Nursing  Process  Audit  -  done  monthly  by  professional  nurses  assigned  to 
nursing  units. 

Nurse  Practitioners  -  done  quarterly. 

OPC  -  done  monthly  by  nursing  personnel  assigned  to  OPC. 

Emergency  Room  -  done  monthly  by  professional  staff. 

Nursing  Audit  Committee  -  retrospective  and  generic  audits  every  month, 
criteria  is  based  on  nursing  process,  policies  and  procedures. 

Criteria  is  different  each  month. 

Operating  Room  -  done  monthly,  criteria  is  different  each  month. 


ARE  ALL  INPATIENT  UNITS  ON  "UNIT  DOSE?" 

IF  NO,  which  ones  are  NOT? 

All  units  are  on  unit  dose  except  CCU  and  Psychiatry. 


NURSING  EDUCATION  AND  TRAINING  SERVICE:  Describe  resources 

(e.g.,  is  the  Chief  NETS  "dual  hatted";  capabilities  to  support  DON 
wide  education  program;  secretarial  support,  etc.)? 

NETS  is  itself  very  busy  planning,  developing  and  implementing  educational 
programs  for  the  professional  and  paraprofe^sional  level,  DON  wide  educational 
programs  as  well  as  continuing  education  programs  for  FAMC  and  the  coiranunity. 
FAMC  has  an  active  reserve  training  program  which  is  coordinated  though  NETS, 
this  requires  a  great  deal  of  NETS  time.  NETS  does  have  its  own  secretarial 
support  which  requires  100%  time  of  that  secretary  for  work  by  NETS. 


G-16 


SECRETARIAL  RESOURCES  AVAILABLE  TO  PROJECT  OFFICER 


the  project  officer  is  the  clerk  typist  for 

All  nni  c  for  the  Assistant  Chief,  DeparSent  of 

'  9»  DON  section  chiefs,  Infection  Control  Nurse  Chief  CMS  anri  na 

SfLellaieSJfi?™*!'  appreciation  and  an  array  of  other 


MISCELLANEOUS  REMARKS 


NOTo^jirtf  Js?SiS7onitra?^ri:;?nj;?^  iJcL:t^oI“  t^ 

following  format  listing  all  overprinted  forms: 


£Lmm  M£A  mmc/mm  i  overprint  qh 
(Example)  PEDS  42F  DA  4700 


UILF  DATED 

Neuro  Checks  24  May  84 
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Printing  Requirements 
Clinical  Nursing  Records  Study 

FORMS 


DA  Form  3888-2 
DA  Form  3888-3 

DA  Form  3888-4 
DA  Form  3888-5 
DA  Form  4256-1 
DA  Form  4256-2 
DA  Form  4677-1 

DA  Form  4678-1 


(TEST)  Medical  Record  —  Nursing  History  and  Assessment 
(TEST)  Medical  Record  —  Nursing  History  and  Assessment 
(Continued) 

(TEST)  Medical  Record  —  Nursing  Care  Plan 
(TEST)  Medical  Record  —  Nursing  Discharge  Summary 
(TEST)  Clinical  Record  —  Doctor's  Orders  for  Medications 
(TEST)  Clinical  Record  —  Doctor's  Orders  for  Nonmedications 
(TEST)  Clinical  Record  —  Therapeutic  Documentation  Care  Plan 
for  Nonmedications 

(TEST)  Clinical  Record  —  Therapeutic  Documentation  Care  Plan 
for  Medications 


Quantity 

Cut  Sheets  Snap  Outs  Folders 

TEST  SITE 


SITES 

3888-2 

3888-3 

3888-4 

3888-5 

4256-1 

4256-2 

4677-1 

4678-1 

TOTALS 

FAMC 

28,000 

28,000 

32,500 

30,000 

34,000 

34,000 

50,000 

47,000 

283,500 

CMPBl. 

9,000 

9,000 

9,000 

10,000 

23,000 

23,000 

23,000 

21,000 

127,000 

JKSN 

16,000 

16,000 

20,000 

19,000 

17,000 

17,000 

27,000 

23,000 

155,000 

POLK 

8,000 

8,000 

12,500 

10,000 

25,000 

25,000 

13,000 

13,000 

114,000 

HCSCIA 

1,000 

1,000 

1,000 

1,000 

1,000 

1,000 

1,000 

1,000 

8,000 

OTSG 

20 

20 

20 

20 

20 

20 

20 

20 

160 

TOTALS 

62,020 

62,020 

75,020 

70,020 

100,020 

100,020 

114,020 

105,020 

687,660 
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GUIDELINES  and  PROGRAMMED  TEXT 


"Clinical  Nursing  Records  Study  Form  Guidelines"  (Guidelines) 
"Clinical  Nursing  Records  Study;  A  Programmed  Instruction"  (PT) 


QUANTITY 


SITE 

Guidel ines 

PT 

FAMC 

1000 

1000 

CMPBL 

450 

450 

JKSN 

450 

450 

POLK 

400 

400 

HCSCIA 

150 

150 

OTSG 

20 

20 

TOTALS 

1570 

1570 
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MANDATORY  BRIEFING 

on 

Clinical  Nursing  Records  Study 

WHO  SHOULD  ATTEND? 

ALL  FAMC  personnel  directly  involved  with  patient  care  and 
personnel  in  Patient  Records. 


DATE 

TIME 

LOCATION 

12 

November 

0730-1030 

hours 

Bushnell 

Auditorium 

13 

November 

0730-1030 

hours 

Bushnell 

Auditorium 

14 

November 

1130-1430 

hours 

Bushnell 

Auditorium 

15 

November 

1130-1430 

hours 

Bushnell 

Auditorium 

18 

November 

1130-1430 

hours 

Bushnell 

Auditorium 

19 

November 

0730-1030 

hours 

Bushnell 

Auditorium 

20 

November 

0730-1030 

hours 

Bushnell 

Auditoritim 

21 

November 

1130-1430 

hours 

3W  Classroom 

22 

November 

1130-1430 

hours 

Bushnell 

Auditoritim 

25 

November 

0730-1030 

hours 

Bushnell 

Auditorium 

25 

November 

1130-1430 

hours 

Bushnell 

Auditorium 

26 

November 

1200-1500 

hours 

3W  Classroom 

27 

November 

0730-1030 

hours 

Bushnell 

Auditorium 

*This  class  is  mandatory 
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,  *  Attendance  will  be  taken 


PROFESSIONAL  STAFF  DOCUMENTATION  REMINDER 


Data  Raaard  Raturnad 

Saaaad  Raouati 

AttandiRt  PliyalBlan 

Medical  Record  Tacliniclan 

Nuralne  UnIt/Ward 

Do  Nal  Ntmova  ThU  farm  Or  Colerad  Tabi  Frem  Tht  Inaitlani  Tiaitmaat  Raeora 


ITR  COVER  SHEET  (OA  Farm  S«47) 

(  )  -Ravlaw 

(  )  Sltn/Ceunltnltn 

(  )  lalllal 

<  )  Addad  DlasnoiR  laeludlni 

I  n<aetlan /complication 


NARRATIVE  SUMMARY  <SF  $02) 

<  )  Slffi/Countarilfn 

(  )  MRiInf 

ARRREVIATED  SUMMARY  (SF  i3») 

(  )  Sltn/Countaral<n 

(  i  MiHini 

HISTORY/FHYSICAL  (SF  S04.t0S.  BOS) 

(  )  Sltn/Countanlfn 

(  )  Mluinf 

PROGRESS  NOTES  (SF  SOS) 

(  )  Slin/Countcnlfn 

(  )  Mlulnt 

(  )  Admit  Note 

(  )  Oparatlan/Froccdurc  Note 

(  )  Rttp  Rx  Ooeumantatlon 

(  )  Olieh/Dcatn  Note 

{  Pott-Anacthetic  Note 

OPERATION  REPORT  (SF  StS) 

(  )  Slfn/Cauntcnlfn 

(  )  Ml(iln« 

(  )  Incomplete 

DOCTOR'S  ORDERS  (DA  Form  42BS) 

(  )  SI«n/Countenltn 

(  )  MIsInf 

(  )  Admlt/DOch  Order 

(  )  Oata/TIme 


REMARKS 


CONSULTATION  REPORT  (SF  BIS) 

(  >  SItn 

(  )  Incomptato 


TISSUE/PATHOLOCY  REPORT  (SF  BIB) 

(  )  SItn 

(  )  Incomplala 

ANESTHESIA  REPORT  (SF  BIT) 

(  )  SItnatura  of  SuparvRint  Phytlelan 

TRANSFUSION  REPORT  (SF  Bit) 

(  )  SItn 

(  )  incompiaM 

(  )  Oata/Amount  ONen 

ELECTROCARDIOGRAPH  (SF  230) 

(  )  SItn 

(  )  Interpret  Tracinti 
(  )  Mount  Tracinti 


DA  FORM  4T00 

(  )  SNn 

(  )  Date 


oocu>iE!;TATioN 
J  .  I’ri).' rt's^.  IsOtf  (Si  ) 


Assu=;s  .(DA  3bSS'-2) 


Sm  I  ■  I  I 


\ctjiit)  (D^  Is 


in  .li''  (  irt  r;  III  jt-''"*-  -t) 


:%ii;  ;  I',,'  iJi  ill  Sumn..irv  (1><‘  j'-'-'-') 


FAMC  FORM  1 S4S,  1  Sap  04 

(Rapiaeat  Edition  Of  Dec  7B,  wiileii  R  obao  , 

;  .  i.l.L  1 1  1  \C0. .!  i.l.Th 

K  IF  SlCNAT’iFF  KLOL'IKFD 
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Clinical  Nursing  Records  Study  Final  Report 


Blanchfield  Army  Community  Hospital 

Fort  Campbel 1 ,  Kentucky 


Major  Marybeth  Johnson,  AN 
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CLINICAL  NURSING  RECORDS  STUDY 
FINAL  REPORT 

BLANCHFIELD  ARMY  COMMUNITY  HOSPITAL 


I.  INTRODUCTION 

Florence  A.  Blanchfield  Army  Community  Hospital  located  on  the  western 
Tennessee/Kentucky  border,  serves  a  catchment  area  of  26  counties  in  Western 
Kentucky,  and  all  of  Tennessee  which  includes  21,000  active  duty  service 
members,  98,000  family  members  of  active  duty,  71,500  retired  from  active  duty 
service  members  and  their  family  members.  Services  provided  by  this  MTF 
include  Internal  Medicine,  General  Surgery,  Orthopedics,  Obstetrics  and 
Gynecology,  Neurology,  Psychiatry,  and  Social  Services.  Other  support  services 
include  Occupational  Therapy,  Physical  Therapy,  Preventive  Medicine  and 
Nutrition  Care.  Additionally,  a  portion  of  the  Dental  Activity  is  physically 
located  in  the  facility. 

During  the  implementation  phase  of  the  Clinical  Nursing  Records  Study 
(CNRS),  there  were  58  ANC  Officers,  121  Enlisted  Nursinq  Personnel,  44  Civilian 
registered  nurses,  39  Licensed  Professional  Nurses  (LPN),  25  Nursing  Assistants 
(NA)  and  22  clerks  in  the  Department  of  Nursing.  There  were  101  Physicians 
and  26  Physician  Assistants  on  the  medical  staff  during  this  period. 

Prior  to  training  and  implementation  of  the  CNRS,  the  hospital  became 
involved  in  the  Ambulatory  Care  Data  Base  Study  (ACDB)  which  involved  all 
clinic  personnel.  The  increased  documentation  required  by  the  ACDB  study 
aggravated  some  physicians  and  could  have  caused  them  to  be  less  receptive  to 
additional  changes.  Some  members  of  the  physician  staff  were  very  vocal,  others 
openly  recalcitrant.  Matters  were  further  complicated  by  the  absence  of  a  full 
time  DCCS,  therefore  there  was  less  pressure  to  comply  placed  on  physicians  . 

Accreditation  inspection  by  the  Joint  Commission  of  the  Accreditation  of 
Hospitals,  and  the  annual  IG  inspection  were  scheduled  for  June  1986,  shortly 
after  the  official  end  of  the  test  phase, 

II.  Implementation: 

A.  The  Hospital  Commander  and  the  Chief,  Department  of  Nursing  were 
already  aware  of  the  proposed  study  and  had  agreed  to  participate  in  the  test 
phase,  prior  to  the  appointment  of  this  POC.  Full  support  by  the  Command  was 
evident  throughout  the  study. 

B.  Logistics: 

Receipt,  storage  and  distribution  of  forms  was  coordinated  through  the 
forms  control  manager.  All  forms  were  sent  directly  to  the  forms  control 
manager  who  coordinated  receipt  and  storage  of  all  forms.  The 
NCOIC  of  each  nursing  patient  care  unit  was  responsible  for  ordering  sufficient 
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quantities  of  forms  in  the  usual  manner,  on  a  specific  date  in  December  1985, 
in  time  for  the  selected  changeover  date.  The  unit  NCOICs  were  also  responsible 
for  obtaining  chart  dividers  from  the  POC  and  inserting  them  into  the  inpatient 
records  in  preparation  for  implementation.  Once  the  changeover  to  the  test 
forms  occurred,  previous  editions  of  the  forms  were  either  stored  or  destroyed. 
The  only  glitch  in  the  forms  acquisition  and  distribution  process  appeared  to 
be  the  frequent  discovery  of  SF  509  Progress  which  read  "Doctors  Progress 
Notes".  The  persistent  reappearance  of  this  circa  1970' s  edition  of  the  SF  509 
proved  to  be  inconvenient  and  fueled  the  physicians  complaints  that  nurses  were 
writing  on  "their"  notes.  Therefore  a  concentrated  effort  was  made  to  seek  and 
destroy  all  outdated  forms. 

C.  Training; 

Training  for  the  Clinical  Nursing  Records  Study  consisted  of  the 

following; 

a.  Selection  of  additional  trainers; 

1)  Type  of  position.  Head  nurses  and  wardmasters  were  selected  to  be 
resource  personnel  for  their  own  units.  All  head  nurses  and  wardmasters  were 
scheduled  to  attend  the  first  class  session.  Six  (6)  nurses  in  the  66J 
internship  program  were  selected  to  help  conduct  the  classes  as  part  of  the 
didactic  component  of  their  program.  They  were  chosen  because  of  their 
availability  for  training,  interest  in  the  program,  and  wide  range  exposure  to 
the  various  hospital  units  during  their  rotation,  which  afforded  them  high 
contact  with  other  Department  of  Nursing  Personnel,  high  visibility,  and 
youthful  enthusiasm! 

b.  Strategies; 

1)  Marketing  of  the  study  was  a  number  one  strategy  for 
implementation  of  the  program.  As  all  learners  were  adults,  it  was  recognized 
that  the  learning  principles  must  be  appropriate  to  their  level  and  needs.  The 
study  was  "sold"  on  usefulness,  i.e.,  creative  use  of  nursing  orders  was 
promoted  as  a  way  to  decrease  time  necessary  for  documentation  while  increasing 
the  quality  and  accuracy  of  this  task. 

2)  As  soon  as  the  study  information  was  available,  an  information 
paper  was  given  to  key  personnel,  to  include  the  Chief  Nurse,  Assistant  Chief 
Nurse,  and  supervisors.  The  information  paper  was  later  given  to  all 
clinically  oriented  personnel  (including  physicians.  Occupational  Therapists, 
Physical  Therapists,  Dietitians,  etc.),  and  was  published  in  the  Department  of 
Nursing  Newsletter. 

3)  Video  tapes  were  not  available  for  use  during  implementation.  An 
exportable  packet  of  written  information  was  prepared  for  those  unable  to 
attend  the  class  (see  DF  dated  3  Dec  1985).  Class  announcements  were  made  via 
disposition  form  (see  DF  dated  3  December  1985). 

4)  Classes  were  presented  with  formal  content  in  an  informal 
workshop  atmosphere.  As  stated,  one  (1)  class  was  given  for  the  future  resource 
personnel,  head  nurses,  and  wardmasters,  a  few  days  prior  to  the 
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hospital -wide  classes.  Hospital-wide  classes  were  held  sixteen  (16}  times  at 
varying  hours  and  weekdays,  in  two-hour  sessions  each.  All  classes  were  taught 
by  two  (2)  persons  on  the  team-teaching  concept.  As  with  other  endeavors,  NESDS 
planned,  announced,  and  coordinated  all  sessions. 

5)  Physicians  were  oriented  to  the  test  forms  in  separate  sessions. 
Initially,  by  prior  agreement  with  the  acting  DCCS,  physicians  would  receive 
their  orientation  at  their  regular  weekly  professional  development  class. 
However,  when  only  one  (1)  physician  appeared  for  the  session,  the  POC  set  up 
departmemtal  meetings  at  the  convenience  of  the  physicians. 

c.  Miscellaneous: 

1)  Follow-up  information  concerning  questions  that  arose  during  the 
classes  but  were  unanswered  during  the  class  session,  was  sent  via  Disposition 
Form  (OF)  along  with  implementation  information  (see  DF  dated  11  December 
1985).  Highlights  were  also  addressed  and  added  to  the  exportable  packets. 

2)  Use  of  exportable  packets  proved  useful  during  the  86th  Evacuation 
Hospital/MEDDAC  merger  test  project.  Training  for  the  5010th  Reserve  unit 
backfill  personnel  was  initiated  before  their  arrival  at  BACH. 

D.  Implementation  of  Forms: 

1)  Implementation  of  the  use  of  test  forms  began  on  1  January  1986. 

Inpatient  records  of  all  patients  admitted  after  0001  hours  on  this  date 
contained  test  forms.  Test  forms  were  also  used  on  for  patients  who  were 
admitted  before  this  date  but  remained  in  the  hospital  long  enough  to  require 
the  placement  of  additional  forms  in  their  records.  While  this  caused  some 
slight  confusion,  the  number  of  patients  who  fell  into  this  category  was  not 
large  and  the  length  of  time  these  charts  were  in  use  was  relatively  short, 
therefore  the  inconvenience  was  minor. 

2)  Problems  encountered: 

a.  Overprints:  From  the  very  beginning,  it  was  apparent  that  overprinting 
of  the  3888  would  be  a  problem.  The  weight  of  the  paper  and  the  bifold  design 
made  it  too  wide  to  fit  in  a  standard  printer  when  opened,  and  too  thick  when 
closed,  to  make  use  of  a  word  processor  computer  possible  for  overprinting. 

None  of  the  printing  machines  available  in  this  medical  treatment  facility,  nor 
in  the  local  community  had  the  capability  of  overprinting  a  form  of  this 
design.  When  attempts  to  use  a  printer/computer  to  overprint  forms  led  to  the 
destruction  of  the  print  head,  overprinting  from  a  central  location  was 
abandoned.  This  added  to  the  frustration  of  the  nursing  staff  who  were 
accustomed  to  the  use  of  pre-printed  nursing  care  plans  for  standing  orders. 
Resorting  to  writing  each  nursing  order  and  doctor's  order  on  the  therapeutic 
documentation  care  plan  was  time  consuming  and  very  unpalatable.  While  some 
units  utilized  rubber  stamps  to  imprint  individual  nursing/doctor  orders,  the 
inability  to  easily  overprint  the  forms  remained  a  hot  issue. 

b.  Inability  to  use  a  yellow  highlighter  to  indicate  discontinued  orders 
was  cited  as  a  problem  early  in  the  study  and  continued  to  be  a  problem 
throughout  the  test  period.  When  discontinued  orders  are  not  highlighted. 
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current  orders  are  easily  missed  when  buried  among  discontinued  orders. 

Possible  solutions  included:  a)  leaving  space  between  each  order  on  the  TDCP; 
b)  drawing  heavy  or  colored  lines  between  each  order  to  more  easily  separate 
expired  and  current  orders;  c)  rescinding  the  "no  highlighter"  rule  and 
allowing  the  use  of  transparent  light  blue  highlighter  which  does  not  photocopy 
and  therefore  would  not  obliterate  the  original  order;  d)  redesigning  the  form 
to  include  only  7  days  documentation  (orders  would  then  be  recopied  every  7 
days,  deleting  the  discontinued  orders,  however,  the  time  required  to  recopy 
orders  aggravates  another  problem). 

The  preferred  solution  would  be  to  allow  the  use  of  transparent  blue 
highlighter  to  identify  expired  orders,  since  it  best  identifies  expired  orders 
without  obliterating  them  even  when  photocopied,  and  does  not  take  an 
inordinate  amount  of  time. 

c.  The  continued  use  of  outdated  Doctors  Progress  Notes  and  Doctors  Order 
forms  was  a  problem  during  early  phases  of  the  study.  This  occurred  when 
certain  physicians  resurrected  private  stocks  of  these  forms  because  they 
preferred  them.  Continued  efforts  to  remove  previous  editions  of  these  forms 
and  frequent  reminders  to  the  physicians  that  these  forms  were  not  to  be  used 
(accompanied  by  explanations  of  WHY  they  were  not  to  be  used)  eventually  solved 
this  problem. 

d.  The  volume  of  test  forms  used  far  exceeded  the  anticipated  use.  This 
became  obvious  soon  after  the  implementation  of  the  test  forms.  Since  the 
anticipated  use  was  based  on  the  number  of  standard  forms  used  previously,  the 
increased  use  was  attributed  to  the  creativity  of  the  nurses  who  found 
innovative  ways  to  use  the  TDCP's  to  document  care  more  easily  and  accurately. 
As  nurses  became  more  familiar  with  the  possibilities  afforded  them  by  the 
correct  use  of  the  TDCP,  more  nursing  orders  were  written,  and  more  forms  were 
required.  Another  positive  outcome  of  the  creativity  was  a  very  positive 
comment  from  the  nurse  inspector  on  the  JCAH  accreditation  team,  who 
complimented  the  very  complete  documentation  of  care  in  inpatient  records  at 
BACH.  The  essence  of  her  comment  was  that  in  300  hospitals  surveyed,  she  had 
not  seen  better  documentation  of  the  the  plan,  execution  and  evaluation  of 
nursing  care. 

e.  Availability  of  forms:  Forms  DA  4256-2  (Doctors  Orders  Non-medication) 
and  DA  4678  (Therapeutic  Documentation  Care  Plan-Medication)  were  not  available 
in  the  correct  color  at  the  beginning  of  the  test  phase.  This  contributed  to 
the  dissatisfaction  and  confusion  of  some  personnel,  associated  with  the  use  of 
the  forms.  Once  forms  in  the  appropriate  color  were  received  and  distributed 
for  use,  comments  from  personnel  indicated  that  some  of  the  initial  confusion 
would  have  been  lessened  by  using  the  correct  forms.  Nursing  personnel 
generally  thought  that  forms  implementation  at  future  sites  should  not  begin 
until  all  forms  were  available  in  the  correct  colors. 

f.  Staff  resistance  to  change:  In  general,  most  of  the  nursing  staff 
supported  use  of  the  test  forms.  Some  dissatisfaction  and  annoyance  with  the 
forms  was  expected  and  did  become  evident.  Nursing  personnel  missed  the  ability 
to  have  standing  orders  overprinted  on  the  DA  4677  and  DA  4678.  Some 
physicians  were  annoyed  that  nurses  were  now  writing  on  "their"  notes. 
Physicians  initially  complained  that  separating  medications  and  non-medications 
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required  a  re-organization  of  their  thinking  processes  and  they  didn't  like 
flipping  back  and  forth  from  med  to  non-med  pages.  The  fact  that  the  medication 
and  non-medication  orders  were  both  initially  the  same  color  (white},  further 
complicated  the  issue  since  it  was  not  immediately  obvious  which  of  the  two 
similar  forms  was  for  medications  and  which  was  intended  for  non-medications. 

It  was  necessary  to  look  at  the  form  title  or  number  in  order  to  identify  the 
correct  use  of  the  form. 

g.  Unusual  occurrences: 

There  was  only  one  unusual  occurrence  during  the  test  phase  which  could 
have  been  related  to  the  use  of  the  test  forms.  On  6  February  1986,  an  incident 
involving  a  medication  being  missed  occurred.  Inability  to  use  a  highlighter  to 
indicate  expired  meds  led  to  a  camouflage  of  the  current  medication  order.  It 
was  difficult  to  determine  which  orders  were  still  current  on  a  page  on  which 
there  were  many  expired  orders.  While  this  incident  was  not  due  to  a  change  in 
the  format  of  the  form,  it  was  related  to  a  change  in  policy  which  occurred  as 
part  of  the  test. 

III.  Evaluation: 

A.  Information  concerning  how  the  staff  felt  about  making  changes  to  the 
forms  was  collected  in  several  ways: 

1.  Head  Nurses  were  asked  to  keep  a  sample  of  each  form  available 
near  the  nurses  station,  on  which  they  or  members  of  their  staff  were  asked  to 
make  comments  or  suggestions  for  change. 

2.  Users  of  the  forms  were  asked  to  complete  a  questionnaire  at  the 
completion  of  the  test  period.  Responses  were  collated  and  discussed  when  the 
POC's  of  the  four  test  sites  met  at  the  end  of  the  test  phase. 

3.  Users  of  the  forms  were  also  encouraged  to  volunteer  suggestions 
or  voice  complaints  through  their  head  nurse,  supervisor,  or  directly  to  the 
POC  at  any  time  during  or  after  the  test  period. 

IV.  Recommendations: 

a.  Form  design  changes:  Form  design  changes  were  discussed  in  detail  at  a 
meeting  of  the  POC's  and  submitted  for  inclusion  in  the  final  report.  The  most 
notable  suggestion  for  change  involved  the  DA  4677  and  DA  4678  (Therapeutic 
Documentation  Care  Plan)  which  were  tested  in  a  bifold  design.  Since  this  made 
the  forms  difficult  to  overprint,  the  desired  format  should  be  one  that 
facilitates  overprinting,  even  if  it  is  necessary  to  revert  to  a  single  page 
design.  Heavy  weight  paper,  such  as  that  used  in  the  test  forms,  was  considered 
desirable  since  it  was  more  durable. 


b.  Implementation  suggestions: 

1.  Prepare  a  videotaped  instruction  session  that  would  then  be 
available  to  all  staff  members  to  provide  consistent  instruction.  This  medium 
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would  not  only  be  useful  for  first  time  orientation  to  the  forms,  but  would 
also  be  useful  for  periodic  reviews  for  staff. 

2.  Staff  members  who  could  not  finish  the  programmed  text  during  the 
time  allotted  in  class,  were  allowed  to  finish  it  later  and  return  to  NESDS 
with  the  completed  text.  It  was  later  felt  that  class  sessions  should  be 
extended  in  order  that  all  staff  members  could  complete  the  text  during  the 
class  period  in  the  event  that  there  were  questions  unanswered  by  the 
programmed  text. 

3.  Format  of  learning  should  include  more  examples  with  patient 
diagnosis,  sample  orders  to  transcribe,  scenarios  to  work  with,  etc. 

4.  Never  implement  the  use  of  the  forms  until  all  forms  are  available 
in  proper  colors,  amounts,  etc.  This  could  reduce  some  of  the  inevitable 
confusion  that  results  when  anything  new  is  implemented. 

5.  Order  more  TD's  and  Nursing  Care  Plans  than  you  think  you  need. 
This  MTF  used  approximately  three  times  the  number  of  TD.s  than  had  been  used 
during  a  previous  like  time  period.  For  a  hospital  with  a  census  of  150,  4000- 
5000  Nursing  Care  Plans  and  5000  Therapeutic  Documentation  Care  Plan  Non- 
Medication  were  used  per  month. 

6.  Prepare  overprints  several  months  in  advance.  Even  though  this 
process  was  begun  early,  it  required  much  more  time  than  the  head  nurses 
anticipated.  The  fact  that  some  forms  could  not  be  overprinted,  added  to  the 
frustration  and  caused  some  dissatisfaction. 

7.  Realize  that  the  time  required  to  properly  oversee  the 
introduction  of  new  forms  is  substantial.  While  implementation  went  well,  the 
availability  of  someone  to  be  on  the  patient  care  units  more  initially,  would 
have  been  ideal. 

HSXD-NS 
3  December  1985 
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Fot  »«•  •<  Wtk  toMR,  ttw  propownt  a«>nev  it  TACO 


Clinical  Records  Training 


Supervisors,  HNs,  NCOICs 


Oct  85  CMT  1 

CPT  Bice-Stephens/mlb/8311 


1.  Implementation  of  the  new  inpatient  record  forms  is  scheduled  in  December  1985.  Prior 
to  implementation,  all  nursing  personnel  will  lie  sclicdti I  ed  lo  .u  tend  ;i  iiKind.iCory  2-hour 
training  class. 


2.  Head'nurses  (or  their  representatives),  anil  unit  NCOICs  should  atLend  a  2-hour  training 
class  on  14  November  at  0900  in  Classroom  //I.  This  will  ensure  resource  persons  are  trained 
for  each  area.  Volunteers  from  this  group  are  also  requested  to  help  teach  at  one  of  the 
sixteen  classes  for  the  Department  of  Nursing  personnel. 


3.  Regular  classes  will  be  given  as  listed  below.  Please  ensure  tnat  oil  unit  nursing 
personnel  are  scheduled  for  attendance  at  one  2-hour  session,  ward  clerks,  nursing  pool 
personnel,  volunteers,  or  ocher  persons  who  will  be  ucillcing  inpatient  records  also  must 
attend, 

4.  Please  send  a  list  of  preferred  times  for  attendance  for  all  unit  personnel  to  NETS, 
NLT  1  November  1985.  Class  slots  will  be  filled  on  a  first-come,  first-serve  basis. 

5.  Available  classes  are: 


Date 

Time 

Location 

18 

Nov 

85 

0730-0930 

Classroom 

111 

(lAt:.56) 

18 

Nov 

85 

1000-1200 

Classroom 

111 

(1AB56) 

18 

Nov 

85 

1230-1430 

Classroom 

111 

flABSh) 

18 

Nov 

85 

1500-1700 

Classroom 

;/2 

(iAi’>56) 

19 

Nov 

85 

0730-0930 

Classroom 

#2 

(lAB5b) 

19 

Nov  85 

1000-1200 

Classroom 

•■'2 

( iAti56) 

19 

Nov 

55 

1230-1430 

Classroom 

v2 

(lAr.56) 

19 

Nov 

85 

1500-1700 

Classroom 

2 

i,  1AB56) 

20 

Nov 

85 

0730-0930 

Classroom 

2 

(1AB56) 

20  Nov 

85 

1000-1200 

Classroom 

f;2 

(1AB56) 

20  Nov 

85 

1230-1430 

C3  assrocm 

,v2 

(lAB5b) 

20 

Nov 

85 

1500-1700 

Classroom 

It! 

(1AB56) 

25 

Nov 

85 

0730-0930 

Classroom 

iVl 

(00A08) 

25 

Nov 

85 

1000-1200 

Classroom 

;;1 

(00A08) 

25 

Nov 

85 

1230-1430 

Classroom 

f/l 

(00AO8) 

25 

Nov 

85 

1500-1700 

Classroom 

v‘l 

(00A08) 

6.  Volunteers  who  can  assist  NETS  with  one  or  more  of  the  training  classes  should  contact 
CPT  Bice-Stephens  or  SFC  Brister  at  NETS,  8311. 
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DisRoanriON  form 

•!  vhU  form,  fm  AM  340*1S;  th«  p«oi»o«Mmi  *%  TAOe) 


»  •S*1A|NCI  OR  O^^ICI  BVMSOL  SUBJECT 


uu«'* c ion-3  and  An»w#r3  from  tli<»  Clinical 


•  A1 '  Section  Supervisor^ 
and  Head  Nurses 


C.  NETS  -  11  Dec  85 

CPT  Bi ce-Stephens /rolb /83 1 1 


The  fol  lowing  ar>?  aii-  wers  to  om-  t  -  i-  .  iiri.-uMiit.  i.n*  in  the  Clinical 
■irsinq  Records  Classes  j:\'eii  in  Hoy- -ii'i  .-i  ;■)//.,  •.  i  ■-;>»«  i  titjen i,>l 

oirsing  personnel. 


a.  How  will  the  current  aud  i  f 
5.*  1  od  ’ 


use-i  ‘in. 


records  study 


The  current  aud  i '  tciol  will  i.i,-  ■•►•vised  t  c.  ■-oni'lict  witl»  the 

.-I'.eria  presented  in  the  Forms  Gu  i  Je  .  » i  e-* .  "  As  '»ta*eu  *ri  the  Fdrnis 
■•jiieiines,  page  38,  pr  ob  i  em-u  r  i  enteJ  n-jt-i-s  i>r  -la  j  vi'  not.?s  tiay  be 
::si.  The  nursing  process  should  b-?  evi..;--!,!.  ii,  the  i 


b.  Can  0700-1500.  ^500-2300,  :  ,  :ir.  ■;'•  -i 

•cecify  times  actions  are  to  be  dene" 


t!  t  o 


Yes.  For  isrders  which  are  |■"'rva  tlw  ■  t.i>-  ■  i t  ."ind  are 

t  irae- r  e  1  at  ed  ,  inclusive  times  niay  be  I'.ed,  e.u.,  •'^-Ir..  1 "  -  2  ?• , 

Z:-Z7.  (See  page  24.  "Forms  Guideline'-  " 

c.  Who  initials  the  Patient  Disch.s.ge  Forti- 

The  writer's  initials  (i.e.,  the  RN  >  ar>'  recorrl  ••?  in  all  blochs 
.-r.ated  to  patient  understanding  of  <i  i  s  :l,ar -.le  int  truct 'i -i.'is  .  »  See  page 

.  "Forms  Guidelines.") 

d.  Why  IS  there  a  Doctor  s  Dir.-:J.srge  C-ur, tma ry  md  a  Nur'ing  Discharge 
r.ary 

For  the  period  of  the  study,  b-j' h  •■.ijmiiiar  i»-s  wi  .  I  !.>e  used.  MAJ 
.i.-y  Beth  Johnson  is  aware  of  the  r  eduntl.oin,  v  of  foiiu*.. 

e.  When  will  the  study  be  i  mp  I  oiiientoit  ■ 


The  study  will  begin  on  1  January  19t>f»,  The  phase-*i;  period  is 
ri_-.'jary  1986,  followed  by  a  3-month  test  '  implementat  ion »  period, 
■»sruary-Apr i 1  1986, 

f.  Why  doesn't  the  patient  sign  the  Patient  Discharge  .Summary  Form’ 

The  Forms  Guidelines,  page  43,  states  that  the  writer's  initials 
iz.i  signature  will  be  on  the  Patient's  Discharge  Form.  .MA.J  .Mary  Beth 
Jchr.son  will  note  this  as  part  of  the  evaluation  of  the  test  forms. 

g.  If  there  is  one  RN  in  LSD  or  RR  who  has  transcribed  some  orders 
uip  the  patient  is  transferred,  what  happens  about  these  orders  being 
V*.- if  led  by  another  RN7 

‘These  orders  do  not  get  verified  by  another  Rtl  ir\  this  situation 
vr.ich  IS  what  we  have  now).  LSD  and  pre*op  orders  are  discontinua^  once 
patient  is  on  Postpar tuts  or  Ithei  wards  . 


r.  I  »0RM 

.  •  i  )0  80 
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HSXD-NS  11  Dec  85 

SUBJECT:  Questions  and  Answers  from  the  Clinical  Nursing  Records  Study 
Classes 

h.  Can  nursing  orders  and  physician's  orders  be  placed  on  separate 
green  and  white  sheets? 

This  is  up  to  the  nursing  units  as  to  how  they  want  to  place  the 
orders,  either  on  the  same  sheet  or  on  a  separate  sheet. 

i.  Do  two  (2)  RNs  have  to  verify  orders  or  just  medication  orders? 

Per  MAJ  Johnson,  orders  must  have  RN  verification,  whether  an 
RN  transcribed  the  orders  or  not. 

2.  Attached  to  this  DF  is  an  errata  sheet  from  MAJ  Johnson.  It  gives 
corrections  and  changes  to  the  Forms  guidelines  and  programmed  instruction 
manual.  Items  of  change  are  underlined  for  your  information.  Those 
preceded  by  "***“  are  major  charting  policy  corrections. 

3.  POC  for  questions  and  comments  regarding  the  study  is  the  Nurse  Methods 
Analyst,  MAJ  Mary  Beth  Johnson,  at  8175. 


(signed) 

WYNONA  M.  BICE-STEPHENS 
CPT,  AN 

Chief,  Nursing  Education 
and  Training  Service 


Errata  Sheet 


CLINICAL  NURSING  RECORDS  STUDY-FORM  GUIDELINES 
Title  page;  "1  August  1985" 

page  5,  Figure  Number  29:  "...  for  DA  form  4678-1  (TEST)" 

***page  17,  para  14.b.,  final  line:  "...  or  initial  of  the  individual 
carrying  out  the  order  indicates  ..." 

page  19,  first  line:  "...  been  completed  and  reguires  ..." 

page  36,  figure  29,  title;  "...  for  DA  form  4678-1  (TEST)  ..." 

***page  38,  para  38. b.:  "...  for  quality  assurance.  If  there  are  no 

specific  nursing  care  plan  problems  to  ^  reflected  in  tHe 
progress  notes ,  a  note  is  to  be  preceeded  with  the  words 
'Nursing  Entry'  or  ' Nursing  Note ' . " 

page  40,  para  39. c.:  hypenate  the  word  "critical" 

page  42,  para  (1),  second  line:  "...  will  be  made  until  it  ..." 

page  43,  para  (5),  third  line:  "...  he  asked  what  he  ^  to  do  ... 

page  43,  para  43. b.,  second  line:  "...  of  instructions." 


CLINICAL  NURSING  RECORDS  STUDY:  A  PROGRAMMED  INSTRUCTION 

NOTE:  Some  manuals  may  be  missing  page  47-62,  and/or  have  duplicated 
pages  63-78. 

page  12,  Block  e.,  sixth  line:  following  the  comma,  add  an  additional 
blank  line,  i.e.,  _  . 

page  32,  Block  28.,  third  line:  "...  The  individual  carrying  out  the 
order  as  having  ..." 

page  32,  Block  29.,  first  line:  "The  individual  carrying  out  the 
order  signs  off  ..." 

page  32,  answer  block  immediately  following  Block  29;  "individual 
carrying  out  the  order;  no  transcriptions"  (NOTE:  place 
sufficient  blank  spaces  in  the  proceeding  response  to  correspond 
with  the  number  of  words  in  the  answer.) 

page  39,  Block  38.,  second  paragraph:  "Preparation:" 

page  53,  Block  60.,  response  blanks:  Eliminate  one  blank  to 

correspond  to  the  correct  number  of  words  in  the  given  answer. 

page  60,  top' block,  response  blanks:  Add  one  blank  to  correspond  to 
the  correct  number  of  words  in  the  given  answer. 
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SUBJECT 


Clinical  Records  Training  Exportable  Packet  Guidelines 


TO 


DON  Personnel  Receiving 
Exportable  Packets 


FROM 


C,  NETS 


DATE 


3  Dec  1985 


CMT 


1.  Blanchfield  Army  Community  Hospital  has  been  chosen  to  be  a  test  site  for  the  Clinic 
Nursing  Records  Study.  Our  facility  is  one  of  four  selected  as  test  sites.  The  phase- i_ 
period  will  be  January  1986,  followed  by  a  3-month  test  (implementation)  period,  Februar~ 
April  1986.  During  this  time,  monitoring  will  include  quality  assurance  audits,  cvaluat 
of  unusual  occurrences,  and  staff  satisfaction.  An  3-month  evaluation  phase  will  conclud 
the  study.  Our  facility  will  have  the  option  to  continue  to  use  the  new  forms  if  desire 


2.  Since  this  is  a  study,  all  Department  of  Nursing  personnel  must  receive  training  in 
use  of  the  test  forms.  Attached  are  the  following: 


a.  Information  paper  -  general  study 

b.  Inforaation  paper  -  highlights  of  new  forms 

c.  Clinical  Nursing  Records  Study  —  Form  Cuidelines 

d.  Clinical  Nursing  Records  Study  -  A  Programmed  Instruction 

e.  One  copy  of  each  test  form  (8  total) 

3.  Suggested  training  outline; 


a.  Read  both  Information  papers 

b.  Read  Fora  Guidelines  and  review  forms 

c.  Complete  Programmed  Instruction 

4.  NETS  must  have  evidence  that  persons  have  completed  tins  training,  ^ince  this  is 
required  as  part  of  the  study.  The  Programmed  Instruction  must  do  comoieted  and  returr.i 
to  NETS  MLT  16  December  1985. 

5,  POC  for  Che  records  training  is  NETS,  CPT  Bicc-Stopncns  and  CPT  Spittler,  x8311. 

POC  for  the  implementation  and  evaluation  of  the  test  forms  is  MAJ  Johnson,  x8175. 

Any  suggestions  regarding  changes  to  the  forms  should  be  directed  to  NAJ  Johnson. 


V'ynona 

CPT, 

Chief, 


Bice-Stephens 

AM 

Cursing  Fdiication  and  Trainir.,- 
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HIGHLIGHTS  OF  THE  CLINICAL  NURSING  RECORDS  TEST  FORMS 


HIGHLIGHTS: 

1.  Nursing  history  and  assessment  will  be  completed  within  24  hours  of 
admission.  If  completed  on  admission,  this  will  take  the  place  of  an  admission 
note. 

2.  Nursing  notes  will  be  written  on  SF  509  Progress  Notes.  The  SF  510  will  not 
be  used.  There  will  be  integrated  progress  notes.  SOAP  charting  will  continue, 
but  do  have  option  of  narrative  notes.  Indicate  nursing  care  plan  number. 
Ineffective  or  omitted  actions  and  medications  need  a  note. 

3.  Currently  approved  overprints  may  be  used  only  if  information  is  not 
duplicated.  MAJ  Johnson  is  working  on  this  with  the  head  nurses. 

4.  M  Form  3888-2:  Personal  articles  section  added.  Nursing  history  may  be 
obtained  by  any  nursing  personnel.  Categories  of  assessment  printed  on  bottom 
of  form.  DA  Form  3888-3  may  be  used  for  additional  space.  Assessment  must  be 
by  RNs. 

5.  Nursing  Care  Plans;  Guide  for  nursing  diagnoses  listed  on  bottom  of  DA  Form 
3888-4.  Must  reassess  q  24  hours  and  document  on  Care  Plan  or  have  N.O.  on  DA 
Form  4677-1  (green  sheet)  to  "Reassess  patient's  status  and  NCP  on  day  shift 
qd." 


6.  Doctor's  Orders:  There  will  be  a  separate  order  sheet  for  medications  and 
for  non-medications.  There  will  also  be  chart  dividers  for  meds/non-meds.  There 
is  a  column  for  single  action  orders;  the  individual  carrying  out  the  order 
will  sign  off  here  once  completed  and  will  not  have  to  transcribe  the  order  if 
completed  on  that  tour  of  duty.  Pharmacy  receives  the  pink  copy  of  aJJ.  orders. 
Routine  and  delayed  orders  must  be  transcribed. 

7.  iifi  highlighters  will  be  used  for  discontinued  orders. 

8.  Therapeutic  Non -medic at ion:  Can  be  used  as  a  flowsheet  at  the  bedside. 

Can  write  q  1-2  hour  actions  by  using  slash  marks  in  the  blocks  (see  examples 
in  Forms  Guidelines).  PRN  orders  must  have  reason  for  order  stated.  Results  for 
responses  may  be  coded  onto  this  form,  eliminating  the  need  for  a  nursing  note. 
Response  codes  include:  initials  only,  and  initials  with  either  "+" 
satisfactory;  or  "O'"  unsatisfactory/not  observed/omitted. 

9.  Therapeutic  Medication:  PRN  med  orders  need  a  reason  for  med  indicated. 
Patient  response  codes  include:  initials  only,  and  initials  with  either  "E" 
effective;  "I"  ineffective;  or  "0"  not  given.  Ineffective  and  meds  not  given 
require  a  nursing  note. 

10.  Transcribing  Med  Orders ;  An  RN  must  check  all  med  orders  that  are  trans¬ 
cribed.  Another  RN  must  check  the  orders  if  an  RN  originally  transcribed 
orders,  meaning  an  RN  must  check  all  transcribed  med  orders  no  matter  who 
originally  transcribed  them. 
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11.  Nursing  Discharge  Suimaiy:  3  copies,  carbonless;  1  copy  to  patient,  1  to 
inpatient  chart,  and  1  to  outpatient  chart.  Nurse  initials  next  to 

"Patient/S. 0.  verbalizes  understanding - "  Patient's  status  at  discharge 

noted  at  bottom.  Indicate  on  SF  509  if  all  problems  resolved  or  if  any  remain; 


and  indicate  plan  for  remaining  problems. 
(TEST) ' ' . 


On  SF  509  state  "See  DA  Form  3888-5 

DS/NETS/8311 
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Clinical  Nursing  Records  Study  Final  Report 


Moncrief  Army  Community  Hospital 


Fort  Jackson,  South  Carolina 


Major  Patricia  Prather,  AN 


I.  INTRODUCTION. 


Moncrief  Army  Community  Hospital  (MACH)  is  located  at  Fort  Jackson,  South 
Carolina,  which  is  home  to  two  Basic  Training  Brigades  and  one  Advanced 
Individual  Training  Brigade.  The  hospital  provides  primary  care  to  active  duty 
personnel,  active  duty  dependents,  and  retirees  in  the  surrounding  communities. 
Moncrief  has  a  staff  which  includes  physicians,  RN's,  LPN's,  and  nursing 
assistants.  Clinical  services  provided  include  internal  medicine,  oncology, 
dermatology,  allergy,  ophthalmology,  otolaryngology,  general  surgery,  urology, 
obstetrics/gynecology,  psychiatry,  pediatrics,  orthopedics,  podiatry,  and  oral 
surgery.  Operating  beds  are  divided  among  a  i4-bed  medical-surgical  intensive 
care  unit,  labor  and  delivery  suite  with  14  maternity  beds,  15-bassinet  newborn 
nursery,  2  surgical  wards,  1  medical  ward,  minor  medical/pediatrics  ward,  and  a 
psychiatric  ward. 

During  the  study  period  the  staff  remained  relatively  stable,  with  the 
notable  exception  of  the  inpatient  nursing  supervisor,  and  the  Nursing 
Education  and  Training  Services  (NETS)  personnel.  Moncrief  was  simultaneously 
involved  in  the  Ambulatory  Care  Data  Base  Study  which  caused  some  physicians  to 
complain  that  the  two  studies  caused  additional  work  for  them.  The  Commander's 
support  of  both  projects  was  well  known  and  facilitated  the  cooperation 
received  from  staff  members. 

The  appointment  of  the  site  project  officer  as  Risk  Manager  for  Moncrief 
coincided  with  the  training  and  implementation  phase  of  the  study.  Establish¬ 
ing  a  viable  risk  management  program  consumed  a  great  deal  of  time  and  im¬ 
pacted  on  the  time  available  to  the  project.  As  a  bonus,  though,  it  allowed 
the  review  of  all  unusual  occurrences  and  added  a  chance  for  immediate  noti¬ 
fication  of  any  quality  assurance  issues  raised  by  the  study. 

II.  IMPLEMENTATION. 

A.  As  project  officer  I  briefed  the  Commander,  Deputy  Commander  for 
Administration,  Deputy  Commander  for  Clinical  Services,  and  the  Chief,  De¬ 
partment  of  Nursing  prior  to  the  Commander's  final  approval  of  Moncrief  as  a 
proposed  test  site.  The  briefing  included  a  history  of  the  need  for  revised 
forms,  the  methodology  involved  in  producing  the  final  proposed  form  changes, 
the  time  frame  of  the  study,  and  the  commitment  required  of  hospital  staff  to 
successfully  implement  the  new  forms.  Very  few  objections  were  raised  by 
the  group,  but  concern  was  expressed  about  the  separation  of  Doctor's  Orders 
into  medication  and  nonmedication  orders.  These  concerns  were  expected  to 
cause  some  difficulties  with  physician  compliance,  however  the  quality 
assurance  measures  which  could  be  achieved  seemed  to  outweigh  the  objections. 
Consolidation  of  all  clinical  notes  into  an  integrated  progress  note  was 
anticipated  as  being  helpful  in  promoting  interdisciplinary  communication. 

The  Commander  thought  the  appointment  of  a  physician  as  a  project  assistant 
might  improve  physician  acceptance.  While  the  idea  seemed  to  have  merit,  the 
individual  eventually  appointed  had  very  little  impact  on  the  project.  His 
clinical  responsibilities  allowed  little  time  for  his  participation  in  planning 
meetings,  and  he  showed  little  interest  in  the  project.  As  a  result,  I  rarely 
sought  his  assistance,  finding  it  more  advantageous  to  contact  individuals 
personally  who  had  questions  regarding  the  project. 
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Throughout  the  prolonged  prepr.ration  phase,  the  training  phase,  and 
during  the  actual  study,  the  Conmander  and  his  staff  remained  faithful 
advocates  of  the  project.  Their  support  and  the  interest  of  the  Chief  Nurse 
and  his  staff  enhanced  the  study  and  made  my  job  much  easier. 

B.  Logistics 

The  Forms  Manager  for  MACH  was  informed  of  the  Clinical  Nursing  Records 
Study  from  the  beginning  and  was  continually  briefed  on  the  status  of  the 
project  as  it  progressed.  She  arranged  for  the  receipt  and  storage  of  the  new 
forms  when  they  were  received.  Her  staff  was  responsible  for  the  distribution 
of  the  forms  prior  to  implementation  and  for  keeping  the  project  officer 
informed  if  problems  occurred.  The  chart  dividers  were  received,  counted,  and 
distributed  by  the  project  officer.  Soldiers  assigned  to  the  Medical  Holding 
Company  were  tasked  to  insert  the  pull  tabs  in  the  chart  dividers  prior  to 
their  distribution  to  the  wards.  Sufficient  chart  dividers  were  received  to 
insert  in  all  charts,  and  the  remainder  were  shipped  to  the  project  officer  at 
Fort  Campbell  who  experienced  a  shortfall. 

The  test  forms  were  actually  stored  with  other  publications  because  no 
alternative  space  could  be  identified  in  the  warehouse,  and  the  publications 
area  was  staffed  by  a  single  individual,  making  storage  in  the  hospital 
inefficient.  This  did  not  present  any  problems  until  the  forms  were  depleted 
and  one  order  was  filled  with  the  old  forms.  Unit  staff  immediately  notified 
the  project  officer  and  the  situation  was  corrected  by  redistributing  forms  in 
areas  that  were  overstocked.  Areas  with  minimal  usage,  outpatient  clinics, 
exceeded  their  requirements  and  were  found  to  be  storing  large  quantities  of 
the  test  forms. 

C.  Training. 

1.  The  Chief,  Department  of  Nursing,  in  consultation  with  the  project 
officer,  selected  the  Chief  and  NCOIC,  Nursing  Education  and  Training 
Service,  as  additional  trainers.  Since  these  two  individuals  were  accustomed 
to  teaching,  were  responsible  for  orientation  of  new  personnel,  and  did  not 
have  patient  care  responsibilities,  they  were  determined  to  be  the  best 
candidates.  They  were  known  by  the  nursing  staff  and  were  active  participants 
in  morning  report  where  the  nursing  executive  group  met  each  day  for 
information  sharing  and  problem-solving.  The  Chief,  NETS,  was  an  Evening/Night 
Supervisor  at  MACH  before  being  assigned  to  the  NETS  position  so  she  was 
particularly  knowledgeable  about  the  inpatient  services. 

2.  The  division  of  training  responsibilities  was  decided  before  the 
initial  orientation  at  Fort  Sam  Houston.  NETS  would  be  responsible  for 
training  nursing  personnel  while  the  project  officer  would  train  all  others. 

All  training  was  done  in  person  for  better  communication  with  the  participants. 
The  prepared  information  papers  were  distributed  to  all  staff  members  prior  to 
the  training  sessions.  All  training  made  extensive  use  of  the  prepared 
transparencies.  Packets  of  the  new  forms  were  distributed  at  the  training 
session  and  collected  for  reuse  at  the  end  of  each  class. 


Nursing  staff  were  trained  using  the  Chain  of  Command.  The  executive 
group  was  trained  first,  followed  by  head  nurses;  scheduled  classes  were  .  :1 ^ 
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for  all  other  nursing  staff  members.  The  programmed  instruction  booklets  were 
distributed  prior  to  class,  but  most  of  the  staff  had  not  completed  them  by 
class  time  so  they  were  used  during  the  two-hour  training  session. 

The  Physical  Therapy,  Occupational  Therapy,  and  Nutrition  Care  staff  w'jre 
given  a  separate  class  during  their  weekly  inservice  training  session.  This 
class  lasted  an  hour  and  covered  all  the  new  forms  and  use  of  the  integrated 
progress  notes.  No  difficulties  were  anticipated  with  this  group,  but  they 
needed  to  know  where  to  locate  information  in  the  patient's  record.  They  did 
not  express  any  anxieties  about  the  change  and  were  relieved  that  no 
additional  work  would  be  required  of  them.  (This  group  was  feeling  pressed  by 
the  Ambulatory  Care  Data  Base  Study). 

All  other  staff  members  were  requested  to  attend  one  of  five  scheduled 
classes  given  for  physicians,  inpatient  records  staff,  administrative  staff, 
and  other  ancillary  staff  members.  The  first  of  these  five  sessions  was  held 
during  the  regularly  scheduled  Professional  Staff  Conference.  The  Commander 
and  his  staff  attended  one  of  these  sessions  since  they  did  not  want  a  special 
class. 

In  addition  to  the  classes  which  were  held  (all  during  November  1985), 
the  project  officer  spoke  to  the  Department  of  Nursing  Staff  meeting  and  the 
Head  Nurses  meeting.  All  three  trainers  were  available  for  consultation 
throughout  the  project. 

Staff  changes  in  NETS  occurred  in  January  1986  but  this  did  not  create  any 
major  difficulties.  The  new  acting  Chief,  NETS,  and  her  NCOIC  were  trained  by 
the  outgoing  Chief,  NETS,  and  the  project  officer  remained  constant  during  the 
entire  implementation  and  testing  period.  The  project  officer  was  reassigned 
to  Germany  in  June  1986,  and  responsibility  for  continuation  was  given  to  the 
Chief,  NETS. 


3.  DF's  were  sent  to  all  nursing  personnel  with  the  class  schedules 
(Enel  1).  A  similar  DF  was  sent  by  name  to  each  physician  and  all  department 
and  service  chiefs  announcing  the  classes  to  be  given  by  the  project  officer. 

It  was  attached  to  the  information  letters,  but  has  been  lost.  Classes  were 
given  by  the  project  officer  on  the  following  dates  and  times: 

22  Nov  85  -  1200  hrs  (Prof.  Staff  Conf.)  25  Nov  85  -  1000 
and  1400  hrs 
27  Nov  85  -  0900  hrs 
29  Nov  85  -  0830  hrs 

In  addition  to  the  DF's,  staff  members  were  reminded  of  the  classes  at 
virtually  every  meeting  held  during  November  1985.  Between  the  Chief,  NETS, 
and  the  project  officer  we  served  on  all  major  hospital  and  Department  of 
Nursing  Committees.  The  project  officer  also  volunteered  to  schedule  any 
special  training  sessions  desired  by  any  of  the  activity  chiefs.  The  only 
group  that  responded  to  this  offer  was  the  PT,  OT,  NCD  group  mentioned 
previously. 

D.  Implementation  of  Forms 

The  project  officer  coordinated  with  the  forms  manager  for  initial  orders 
for  new  forms  to  be  processed  starting  on  25  Nov  85.  Head  nurses  (HNs), 
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wardmasters  (WMs).  and  clinic  NCOIC's  were  Informed  through  their  chain  of 
command  when  to  submit  forms  requests.  The  project  officer  personally 
distributed  all  chart  dividers  on  25  Nov,  using  that  time  to  inform  ward  clerks 
and  head  nurses  of  the  procedure  to  be  followed  on  1  Dec  when  the  new  forms 
were  to  begin.  A  DF  (Enel  2)  had  been  sent  on  22  Nov  to  all  HNs  and  WMs 
outlining  the  procedure  to  be  followed  during  implementation,  problems 
encountered  already,  plus  additional  information  about  the  study. 

On  1  December  (which  was  a  Sunday)  the  project  officer  visited  all  wards 
and  the  emergency  room  (ER)  to  check  on  implementation.  Three  patients  had 
been  admitted  that  day,  all  to  the  minimal  care  ward.  The  first  problem 
surfaced  immediately:  the  ER  did  not  have  any  overprinted  standing  orders  on 
the  new  forms  (for  the  minimal  care  ward).  The  supervisor  had  procured  the 
overprints  from  the  ward,  and  the  project  officer  left  instructions  for  the  WM 
to  order  sufficient  overprints  the  next  day. 

The  ward  was  not  experiencing  any  real  problems  with  the  forms.  Orders 
had  not  all  been  verified,  and  the  traditional  admission  note  was  used  rather 
than  the  abbreviated  note  with  the  admission  history  and  assessment.  The 
biggest  problems  actually  surfaced  long  before  1  December. 

When  the  forms  were  received,  it  was  discovered  that  the  color  coding  for 
Medication  and  Nonmedication  Doctors  Orders,  as  well  as  the  Medication  and 
Nonmedication  Therapeutic  Documentation  Care  Plans  (TDs)  was  in  error. 
Additionally  the  slash  mark  which  was  to  have  been  over  the  "0"  (to  indicate 
that  a  medication  had  not  been  administered)  on  the  codes  for  the  Medication 
Therapeutic  Documentation  Care  Plan  had  been  deleted.  A  decision  was  made  to 
go  ahead  with  the  test  dates,  anticipating  the  arrival  of  corrected  forms  in 
the  middle  of  the  study.  The  corrected  forms  actually  arrived  at  the  end  of 
the  study  and  this  error  may  have  added  to  the  difficulties  experienced  by  some 
physicians  in  separating  their  orders.  The  nursing  staff  were  all  informed  of 
the  errors  immediately  and  did  not  seem  to  have  much  difficulty  adjusting. 

Some  wards  used  ambulatory  patients  to  add  the  slash  mark  by  hand;  others 
simply  added  it  themselves  when  coding  a  medication  that  was  not  administered. 

The  biggest  problem  for  nursing  staff  was  the  inability  to  overprint  the 
TDs  and  the  Doctors  Orders.  Reproduction  equipment  at  MACH,  Fort  Jackson,  and 
Eisenhower  Army  Medical  Center,  (Fort  Gordon,  GA)  were  all  unable  to  overprint 
the  two  types  of  forms.  After  many  hours  on  the  phone,  messages  to  and  from 
the  principal  investigator,  and  much  trial  and  error,  the  only  machine  capable 
of  overprinting  the  forms  was  found  to  be  authorized  only  at  Government 
Printing  Offices  or  by  using  a  word  processor  which  required  manual  feeding  by 
a  staff  member.  Neither  of  these  options  was  considered  practical  by  the  MACH 
command  group,  so  permission  was  obtained  from  the  principal  investigator  to 
copy  the  front  page  of  the  Doctors  Orders,  type  on  that  single  sheet  any 
standing  orders,  then  reproduce  those  orders  as  single  sheets.  Pharmacy  was 
given  copies  of  all  standing  orders  for  their  review  purposes.  The 
overprinting  of  TDs  was  handled  differently.  For  short  orders,  rubber  stamps 
or  printed  addressograph  plates  were  used.  Some  wards  used  the  word  processor 
in  the  Chief  Nurse's  office,  while  others  copied  standing  orders  by  hand  onto 
the  TDs  during  slack  times. 


The  problems  created  by  the  overprinting  difficulties  cannot  be  over¬ 
emphasized.  Nursing  staff  and  physicians  were  upset,  angry,  and  eventually 
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creative  in  their  adaptations.  The  use  of  DA  4700's  to  overprint  standing 
orders  had  been  the  general  practice  prior  to  the  study,  and  was  caused  by  the 
inability  to  overprint  the  “old'*  Doctors  Orders.  Forms  personnel  cited  the 
three  part  form  as  the  difficulty.  The  TDs  were  not  reproducible  due  to  the 
heavier  weight,  and  the  folded  form. 

Throughout  the  overprinting  crisis,  staff  were  reminded  to  consider  the 
issue  as  a  possible  trade  off:  sturdier,  more  flexible  forms  for  ones  that 
could  be  overprinted.  The  problem  did  cause  a  lot  of  extra  work  for  everyone 
involved  and  may  have  created  a  less  than  favorable  attitude  to  initiate  a 
study  of  this  magnitude. 

Another  issue  was  raised  by  the  Chief  of  Inpatient  Records.  She  pointed 
out  that  the  Doctors  Orders  were  not  a  standard  size  when  the  perforated  bottom 
section  was  removed,  and  this  made  the  final  patient  record  look  a  bit  sloppy. 
She  also  noted  that  the  lines  on  the  Doctors  Orders  were  not  consonant  with 
standard  typewriter  line  spaces,  so  overprints  using  word  processors  looked 
uneven.  The  bulk  added  to  the  record  by  the  heavier  TD  sheets  also  created 
extra  weight  for  records  storage. 

Other  questions  raised  during  the  study  included: 

(1)  The  Intensive  Care  Unit  tried  to  adapt  their  flow  sheet,  Cardiac 
Rehabilitation  protocol,  and  Tylenol  Overdose  protocol  to  the  new  TDs.  After  a 
great  deal  of  work,  the  new  TD  was  unrecognizable.  They  were  allowed  to 
continue  using  these  three  overprints. 

(2)  Physicians  wanted  pull  tabs  on  both  medication  and  nonmedication 
chart  dividers,  as  well  as  the  "stat  order"  tab. 

(3)  The  perforations  on  the  doctors  orders  were  often  uneven,  creating 
an  uneven  edge  when  separated. 

(4)  Physicians  complained  that  the  additional  column  (to  note 
completion  of  single  action  orders)  gave  them  less  space  to  write  orders. 

(5)  The  guidelines  and  programmed  texts  were  printed  incorrectly. 
Corrected  sheets  were  received  during  the  phase  in,  Dec  85,  and  were  dis¬ 
tributed  at  that  time  to  all  areas  (Enel  3}. 

(6)  Staff  had  difficulty  adapting  to  the  new  concept  of  using  TDs  as 
primary  form  for  nursing  documentation.  Head  nurses  and  clinical  specialists 
helped  by  writing  sample  nursing  orders.  The  Newborn  Nursery  was  particularly 
creative  in  using  the  new  forms. 

(7)  The  principal  investigator  and  a  co-investigator  visited  MACH  11- 
13  Dec  85.  They  visited  staff  on  all  three  shifts  which  had  a  very  positive 
impact  on  the  staff.  Some  wards  (particularly  Labor  and  Delivery  and  ICU) 
still  wanted  to  transcribe  single  action  orders;  the  study  did  not  preclude 
this.  Some  concern  was  raised  about  the  effectiveness  codes  -  i.e.,  does  "E" 
mean  a  drug  was  100%  effective?  The  investigators  said  if  there  was  any 
explaining  the  patient's  response.  Staff  were  often  forgetting  to  verify  all 
orders.  Nursing  notes  were  frequently  not  preceded  by  “NCP#"  or  "Nursing 
Entry"  as  required  by  the  guidelines.  Not  having  any  specific  guidelines  for 
the  required  frequency  of  charting  made  some  staff  uncomfortable.  Most  of 
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these  issues  were  felt  to  be  part  of  the  learning  process  and,  in  fact,  many 
concerns  raised  initially  were  alleviated  as  the  staff  became  more  familiar 
with  the  guidelines  and  the  forms  themselves. 

(8)  Staff  frequently  questioned  the  lack  of  a  space  to  note  patient 
understanding  on  the  discharge  record.  Some  added  a  space  themselves  despite 
assurance  that  this  had  been  considered  and  rejected  based  on  a  legal  opinion 
(from  JAG,  HSC)  that  it  would  not  be  valid. 

(9)  When  recurring  orders  were  continued  on  the  reverse  side  of  the 
TD,  it  was  feared  that  they  might  be  missed.  The  staff  was  instructed  to  write 
in  "continued  on  reverse*'  as  needed. 

(10)  The  ICU  had  to  change  from  clipboards  maintained  at  the  bedside 
to  a  ringed  board  to  hold  the  new  TDs. 

(11)  One  head  nurse  wanted  to  know  why  a  discharge  note  had  to  be 

written  in  addition  to  the  discharge  summary.  Why  wasn't  it  treated  like  the 

admission  note? 

(12)  One  ward  kept  a  copy  of  the  guidelines  at  the  nursing  station. 

They  had  put  each  page  in  a  document  protector  and  kept  the  entire  document  in 

a  three-ring  binder  with  other  ward  references.  Their  example  was  suggested  to 
the  other  head  nurses,  many  of  whom  did  the  same  for  easy  reference. 

(13)  Many  staff  members  complained  about  the  loss  of  the  yellow 
highlighter  to  distinguish  discontinued  orders.  Two  unusual  occurrences  related 
to  the  new  forms  occurred  during  the  four  months  of  the  study.  The  first 
occurred  when  an  order  was  missed  that  was  on  the  reverse  of  the  TD.  The 
"continued  on  reverse"  notation  mentioned  previously  appeared  to  solve  that 
problem. 

The  second  error  occurred  on  a  unit  still  using  medication  cards  and  was 
felt  to  be  a  result  of  that  practice  rather  then  the  test  forms.  A  medication 
order  had  been  discontinued  and  was  correctly  noted  on  the  medication  TD,  but 
the  medication  card  was  not  destroyed. 

E.  Decision  to  Continue  with  Form  Use. 

The  decision  to  continue  using  the  test  forms  beyond  the  study  period  was 
made  after  discussions  with  the  nursing  staff  and  the  command  group.  Initially 
the  Commander  wanted  to  continue  with  the  new  forms  with  the  exception  of  the 
separate  order  forms.  After  being  assured  by  the  principal  investigator  that 
the  test  forms  were  a  package  deal,  he  agreed  to  continue  with  all  forms.  The 
consensus  was  that,  despite  some  problems,  the  test  forms  were  far  superior  to 
that  which  existed  prior  to  the  study. 

III.  EVALUATION. 

a.  All  participating  staff  members  were  sent  a  DF  (Enel  4)  requesting 
input  to  assist  with  the  evaluation.  All  nursing  units  responded  as  well  as 
three  of  the  physicians.  The  physicians  had  each  received  a  DF  addressed  to 
them  personally  and  handcarried  by  the  project  officer.  The  poor  response  was 
not  unusual  and  most  of  the  physicians  had  already  made  their  feelings  known  to 
the  project  officer. 
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b.  Generally,  the  test  forms  were  judged  to  be  better  than  the  old  ones. 
Besides  the  specific  comments  listed  below  in  “Recommendations,"  the  majority 
of  nursing  staff  and  physicians  wanted  to  go  back  to  a  single  Doctors  Orders. 
The  separation  made  nurses  look  in  two  places  for  new  orders.  Physicians  felt 
it  created  more  work  for  them,  and  some  continued  to  write  consolidated  orders 
despite  repeated  attempts  to  explain  the  purpose  of  and  correct  manner  to  use 
the  separate  order  forms. 

c.  As  with  any  change  this  study  showed  that  people  require  time  to 
change.  Correct  use  of  the  forms  continued  to  improve  during  the  study  period, 
but  some  nursing  documentation  suffered.  The  emphasis  on  creative,  flexible 
use  of  the  TDs  resulted  in  no  documentation  in  some  cases.  Since  the  staff 
seemed  unsure  how  to  use  the  TDs,  but  knew  they  were  not  expected  to  write  the 
traditional  narrative  notes,  the  result  was  insufficient  nursing  documentation. 
The  Chief  Nurse  assigned  Eveningy^Night  Supervisors  to  assist  the  project 
officer  in  monitoring  documentation.  He  finally  issued  a  DF  to  all  nurses 
requiring  charting  frequency  based  on  patient  acuity.  (Enel  5.) 

IV.  RECOMMENDATIONS. 

a.  Form  design  or  guideline  changes  (compiled  from  staff  evaluations); 

(1)  DA  Form  3888-2  (TEST)  Medical  Record  --  Nursing  History  and 
Assessment. 


(a)  delete  block  “Typed  or  Printed  Name  of  RN“  -  covered  by 
required  signature  sheet  in  record. 

(b)  add  date  and  time  block  to  top  of  back  page. 

(2)  DA  Form  3888-3  (TEST)  Medical  Record  Nursing  History  and 
Assessment  (continued).  NO  CHANGES  RECOMMENDED. 

(3)  DA  Form  3888-4  (TEST)  Medical  Record  Nursing  Care  Plan 

(a)  Print  on  heavier  weight  paper. 

(b)  Add  a  statement  "Care  Plan  Reviewed  with  Patient"  and  block 
for  patient  to  initial . 

(4)  DA  Form  3888-5  (TEST)  Medical  Record  Nursing  Discharge  Summary. 

(a)  Add  a  block  at  the  top  for  "Discharge  to  Duty:"  since  many 
patients  are  military. 

(b)  Under  section  "V.  Follow  up,"  delete  the  redundancy  in  the 
two  appointment  sections. 

(c)  Patient  should  get  second  copy  or  improve  the  carbon.  The 
third  copy  is  often  illegible  without  very  hard  pressure  being  used  when 
writing. 


(5)  DA  Form  4256-1  (TEST)  Clinical  Record  Doctor's  Orders  for 
Medications. 


(a)  Keep  the  column  to  note  single  action  orders. 

(b)  Go  back  to  a  single  Doctor's  Order  form. 

(6)  DA  Form  4256-2  (TEST)  Clinical  Record  Doctor's  Orders  for  Non¬ 
medications.  SAME  COMMENTS  AS  (5),  ABOVE. 

(7)  DA  Form  4677-1  (TEST)  Clinical  Record  Therapeutic  Documentation 
Care  Plan  for  Nonmedications. 

(a)  Cutaway  bottom  of  TD  sheet  and  imprint  patient  identification 
on  inside  sheet  so  it  is  visible  from  both  sides. 

(b)  Add  a  space  on  the  front  sheet  to  write  the  year,  so  it  does 
not  have  to  be  written  when  dating  each  entry. 

(c)  This  form  must  be  revised  to  make  it  easier  to  overprint. 
Return  to  single  page  but  maintain  sturdier  paper.  The  front  page  could  be  for 
recurring  orders  and  the  back  would  be  divided  between  PRN  orders  and  single 
action  orders. 

(d)  Return  the  use  of  yellow  highlighter  to  note  discontinued 

orders. 

(e)  Patient  identification  should  be  printed  on  both  sides  of  the 

form. 

(f)  Add  "continue  on  reverse." 

(g)  Heavier  weight  sometimes  caused  addressograph  stamp  not  to 
print  clearly,  but  extra  weight  still  should  be  kept. 

(8)  DA  Form  4678-1  (TEST)  Clinical  Record  Therapeutic  Documentation 
Care  Plan  for  Medications.  SAME  COMMENTS  AS  #7  ABOVE. 

(9)  Use  of  integrated  Progress  Notes. 

(a)  The  staff  was  divided  on  this  issue;  half  wanted  it  to 
continue  and  half  wanted  to  return  to  Nursing  Notes. 

(b)  The  old  Nursing  Notes  were  generally  kept  with  other  nursing 
records  making  it  easier  to  reference  the  Nursing  Care  Plan.  All  wards 
continued  to  separate  nursing  forms  from  the  rest  of  the  patient's  chart  and 
found  it  difficult  to  note  the  nursing  care  problem  when  charting. 

b.  If  this  study  were  repeated  or  these  forms  are  implemented  Army-wide,  I 
would  change  the  method  of  training  and  would  wait  until  correctly  printed 
forms  were  available.  There  were  so  many  changes  to  adjust  to  that  staff 
needed  more  time  to  "practice"  with  the  new  forms.  A  two-hour  teaching 
session  going  through  the  prograiraned  instruction  should  be  coupled  with  two 
additional  hours  learning  to  use  the  new  TDs  more  effectively.  The  documen¬ 
tation  problems  encountered  at  MACH  were  largely  attributable  to  the  staff's 
difficulties  in  writing  more  concise  nursing  orders  for  routine  documentation, 
rather  than  lengthy  narrative  notes.  Samples  could  be  developed,  then  allow 


the  nurses  to  practice  in  a  guided  session. 

The  printing  difficulties  and  delay  in  receiving  correctly  color  coded 
Doctors  Orders  and  TDs  may  have  influenced  the  evaluation  of  maintaining  the 
separate  Doctors  Orders.  When  individual  nurses  were  asked  why  they  wanted  to 
go  back  to  a  single  Doctors  Orders  form,  the  answer  most  often  given  was,  "The 
Doctors  won't  use  them,  or  use  the  wrong  form."  It  is  difficult  at  this  point 
to  evaluate  whether  the  outcome  would  have  been  different  if  the  forms  had  been 
correctly  color  coded  from  the  beginning. 

In  summary,  I  think  the  test  forms  offered  many  changes  for  the  better, 
and  with  the  suggested  changes  should  be  implemented  for  use  throughout  the 
Army  medical  system.  At  my  new  duty  station,  I  often  wish  we  had  theml 


G-45 


OISff>OSfnOt»  FORM 

Fofu— ottf>l>to«m.mAH3«»ia;Wpwpowwfo«ncyHTAQO. _ 


REPfMNCE  OR  ORPICE  SYMIOt 

HSXL-PN 


SUBJECT 

Mandatory  Classes  for  Nursing  Personnel; 


New  Forms 


'*’Oa11  Nursing  Personnel 


FROMc,  nets 


DAT^3  NOV  85 


CMT1 


1.  Mandatory  classes  for  all  nursing  personnel  will  begin  the  week  of  18  NOV  85.  These 
classes  are  to  reinforce  and  clarify  the  information  included  in  the  programmed  instruction 
guideline  handouts  which  you  have  received.  Head  Nurses  and  Ward  Masters  are  encouraged  to 
schedule  their  staff  to  avoid  overloading  a  single  offering. 

2.  The  class  schedule  will  be  as  follows: 


Monday 

Tuesday 

Wednesday 

Monday 

Tuesday 

18  NOV 

19  Nov 

20  Nov 

25  Nov 

26  Nov 

DATE 

0730 

0730 

0730 

0730 

0730 

Start  time 

1300 

1300 

1300 

1600 

Start  time 

1600 

1600 

Start  time 

3.  The  classes  will  be  held  in  the  NETS  Classroom  #725. 

4.  The  implementation  date  for  the  new  forms  test  is  1  December  85, 
have  all  been  waiting  for-and  are  long  overdue! 


These  are  the  forms  y< 

AJ 


'LINDA  FREEMAN 
MAJ(P),  ANC 
Chief,  NETS 
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CLINICAL  NURSING  RECORDS  STUDY 


TO;  UN's  and  WM's 


DATE  22  Nov  85  CMT1 

JIAJ  Prather/pfp/2125 


1.  The  Clinical  Nursing  Records  Study  is  rapidly  approaching!  Your  continuec 
assistance  in  the  changeover  process  is  greatly  appreciated  and  needed. 

2.  New  chart  dividers  for  the  physician  order  forms  have  been  distributed  to 
all  wards  to  be  placed  in  the  charts  by  the  evening  or  night  staff  on  30  Nov. 

3.  Be  sure  to  save  the  old  chart  dividers  should  they  be  required  on  1  April 

4.  Seven  classes  have  been  conducted  to  date  with  poor  attendance.  Knowing 
the  conflicts  with  SQT  testing  and  details  this  past  week,  I  appreciate  the 
response  we  have  had.  Four  more  classes  will  be  given  next  week  in  NETS  and 
you  are  reminded  that  attendance  is  mandatory  for  DON  personnel,  including  ai: 
ward  clerks. 

5.  On  1  December  the  forms  will  be  implemented  for  all  new  admissions  and  wij 
continue  to  be  used  until  further  notice. 

6.  Patients  still  hospitalized  on  15  December  who  were  admitted  prior  to 

1  December  will  have  both  types  of  forms.  On  15  December  all  blank  forms  (ole 
will  be  removed,  and  the  new  forms  inserted  in  any  such  records.  TD  sheets 
will  have  be  recopied,  but  other  forms  can  be  left  as  previously  written.  Anj 
questions  about  this  process  can  be  addressed  to  me  on  16  December. 

7.  Foirnis  can  be  ordered  now  to  allow  time  next  week  for  the  preparation  of 
admission  packets  prior  to  1  December. 

8.  Standing  orders  should  be  typed  on  the  blank  Dr.  order  sheets  which  have 
been  distributed.  Additional  copies  are  available  in  my  office. 

9.  No  solution  has  been  found  to  overprinting  the  TD  sheets,  unless  you  can  us 
rubber  stamps,  addressograph  plates,  or  a  word  processor.  The  trade-off  may 
be  for  a  more  durable  and  flexible  TD  sheet.  This  is  not  a  dead  issue  and  is 
still  being  explored. 

10.  I  will  be  available  on  1  December  for  any  questions.  MAJ  Bell,  Principal 
Investigator,  will  be  here  12-13  December,  so  if  I  can't  answer  your  question, 
we  can  get  it  answered  then. 

11.  Hang  in  there — I'm  sure  the  creative  spirit  will  triumph  and  obstacles  wil 
be  overcome. 

PATRICIA  F.  PRATHER 
MAJ,  ANC 

Nurse  Methods  Analyst 
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HSXL-AC  CHANGES  TO  CLINICAL  NURSING  RECORDS  STUDY  -  GUIDELINES 


TQALL  NURSING  UNITS  FROM  NMA  OATE4  Dec  85  CMTl 

MAJ  Prather/pfp/2125 

1.  All  nursing  units  are  asked  to  make  the  following  pen  and  ink  changes  to  the  published 
Form  Guidelines  for  the  Clinical  Nursing  Records  Study, 

2.  The  changes  are: 

a.  page  1  -  change  the  date  to  1  Aug  1985 

b.  page  5  -  Figure  no.  29  should  be  "DA  Form  4678-1" 

c.  page  17  -  Item  14b,  change  the  third  sentence  to  "The  time  and  signature  or  initia 
of  the  individual  carrying  out  the  order  indicates  that  the  order  has  been  completed  and 
requires  no  transcription  to  the  DA  Form  4677-1  (TEST)  or  DA  Form  4678-1  (TEST) . 

d.  page  36  -  Figure  29  should  be  labeled  DA  Form  4678-1  (TEST) 

e.  page  38  -  Item  38b,  add  the  following  sentence  to  the  end  of  this  item:  "If  there 

are  no  specific  nursing  care  plan  problems  to  be  reflected  in  the  Progress  Notes,  a  note  i 
to  be  preceded  with  the  words  'Nursing  Entry'  or  'Nursing  Note'. 

f.  page  39  -  Item  38f,  change  the  notation  from  "error  in  recording"  to  "error". 

3.  Any  questions  about  these  changes  should  be  addressed  to  the  project  officer. 


PATRICIA  F.  PRATHER 
MAJ,  ANC 

Nurse  Methods  .Analyst 
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SUUiCT 


Review  of  Test  Forms 


TO 


Staff,  Oept  of  Nsg 
Staff,  Dept  of  Surg 
Staff,  Dept  of  Medicine 
Staff,  Dept  of  Psych 


FROM 


NMA 


8  April  86  cmt  i 

MAJ  Prather/lmc/2125 


1.  Test  forms  were  implemented  on  1  December  for  a  test  period  of  four  months. 

2.  While  the  official  evaluation  period  has  been  completed,  the  results  of  the  trial 
usage  are  just  now  being  sought. 

3.  Members  of  the  research  team  from  HSC  will  be  here  the  end  of  May  but  have  requested 
your  input  prior  to  their  official  visit. 


4.  Please  send  me  any  comments  regarding  the  test  forms,  the  programmed  text,  or  the 
forms  guideline.  I  will  be  taking  your  comments  to  HSC  on  i-2  May  for  review  with  the 
other  test  site  coordinators. 


5.  Comments  should  be  addressed  to  each  form  (listed  below)  or  booklet  and  returned  to  me 
NLT  25  April: 


DA  Form  3a88~2 
DA  Form  3888-3 
DA  Form  3888-4 
DA  Form  3888-5 
DA  Form  4256-1 
DA  Form  4256-2 
DA  Form  4677-1 

DA  Form  4678-1 


(TEST)  Medical  Record — Nursing  History  and  Assessment 
(TEST)  Medical  Record— Nursing  History  and  Assessment  (Cont'd) 
(TEST)  Medical  Record — Nursing  Care  Plan 
(TEST)  Medical  Record— Nursing  Discharge  Summary 
(TEST)  Clinical  Record— Doctor's  Orders  for  Medications 
(TEST)  Clinical  Record — Doctor's  Orders  for  Nonmedications 
(TEST)  Clinical  Record— Therapeutic  Documentation  Care  Plan  for 
Nonmedicatious 

(TEST)  Clinical  Record— Therapeutic  Documentation  Care  Plan  for 

Medications 


PATRICIA  F.  PRATHER 
MAJ,  AN 
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Nursing  Documentation  in  the  Clinical  Record 

TO  All  Clinical  Head  Nurses 


FROM  c,  DON 


DATE  14  Apr  86 


COL  Pfaehler/pry/2119 


1.  During  the  past  several  weeks  I  have  reviewed  inpatient  records  from  the  different 
nursing  units.  I  am  concerned  that  the  nursing  process  is  not  being  adequately  documented 
in  the  patient's  record.  As  you  are  aware  the  nursing  process  is  a  systematic,  problem 
solving  thought  process  which  is  essential  to  accomplishing  specific,  predictable,  individual 
izeo  care.  Listed  below  are  some  of  my  observations  as  they  relate  to  documentation  of  the 
elements  that  make  up  the  nursing  process. 

a.  Assessment.  The  documentation  of  baseline  nursing  history  and  assessment  on  the 
charts  I  have  reviewed  are  excellent.  The  nursing  history  and  assessment  are  being  completed 
upon  admission  as  required  and  are  lAW  the  AMEDD  Standards  of  Nursing  Practice. 

b.  Planning.  The  Nursing  Care  Plan  (NCP),  DA  Form  3888-4  being  completed  upon  admis 

Sion  and  nursing  problems  have  been  identified.  However,  for  proolems  identified  on  the  NCP 
there  should  be  corresponding  nursing  interventions  written  as  nursing  orders  on  the  Thera¬ 
peutic  Documentation  Care  Plan  (TDCP)  which  reflect  the  numbers  of  the  identified  proolems. 

The  "date  accomplished"  opposite  each  expected  outcome  on  the  NCP  must  be  indicated.  Recomme 
that  the  RN  who  completes  the  Nursing  Discharge  Summary  ensure  that  the  "date  accomplished"  o 

the  NCP  is  indicated  for  each  problem  identified  on  the  NCP.  Those  nursing  units  utilizing  a 

standard  NCP  must  ensure  that  the  NCP  is  individualized  for  each  patient,  i.e.,  delete  proble 
that  do  not  apply  and  add  additional  problems  that  may  not  be  included  in  the  standard  NCP. 

In  the  majority  of  records  I  have  reviewed  "discharge  considerations"  have  not  been  documente 
on  the  NCP.  Discharge  planning  should  begin  at  admission  with  the  assessment  by  the  RN.  The 
initial  note  in  the  "Discharge  Considerations"  block  should  be  made  by  the  RN  completing  the 
NCP  on  admission. 

c.  Implementation.  If  used  appropriately  the  TDCP  should  subsume  the  majority  of  inci¬ 
dental  and  routine  charting  related  to  the  efficacy  of  nursing  interventions  and  other  patien 
responses.  However,  most  of  the  records  I  reviewed  revealed  inadeouate  documentation  of 
nursing  interventions,  eg. 

(1)  Most  of  the  "recurring  actions"  on  the  TDCP  were  the  result  of  physician 
orders  and  not  nursing  orders. 

(2)  Problems  identified  on  the  NCP  were  not  addressed  with  a  nursing  order. 

(3)  Effectiveness  codes  (+  or  -)  were  not  being  utilized,  therefore  it  was  difficu 
to  determine  whether  the  nursing  intervention  and/or  observation  was  satisfactory  or  not. 

(4)  Progress  Notes  in  most  records  revealed  very  few  nursing  notes. 

d.  Evaluation.  Evaluation  of  the  effects  of  nursing  actions  during  and  after  implemen¬ 
tation  determines  the  patient's  response  and  the  extent  to  which  goals  are  achieved.  It  was 
difficult  to  determine  the  oatient's  status  from  the  nursing  progress  notes,  i.e.,  was  the 
oacient  making  progress  or  not?  Were  the  goals  on  the  MCP  accomplished? 
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*  U.S.  Oov«rnmtnt  Printing  0(^ce  i)t3— 40f 


HSXL-PN 

Nursing  Documentation  in  the  Clinical  Record 

2.  I  appreciate  the  hard  work  and  long  hours  that  you  and  your  staff  have  devoted  to  pro¬ 
viding  our  patients  with  quality  nursing  care.  I  have  reviewed  some  of  the  patient  survey 
forms  completed  by  your  patients  and  the  overwhelming  majority  of  your  patients  have  been 
very  complimentary  of  the  care  they  received  while  a  patient  on  your  nursing  unit.  However, 
we  must  ensure  that  the  care  provided  to  our  patients  is  adequately  documented  in  the  clinica 
record.  As  you  know,  the  MEDDAC  will  be  inspected  by  the  HbC  IG  team  during  the  week  5-9 
May.  LTC  Greenlee,  an  ANC  officer  detailed  as  an  IG,  will  be  inspecting  the  Department  of 
Nursing.  The  major  part  of  her  inspection  will  be  to  evaluate  the  quality  of  nursing  care 
you  and  your  staff  provide  to  your  patients.  Since  she  will  be  here  for  only  i  week,  she 
will  reach  her  conclusions  by  inspecting  such  things  on  your  unit  as  tne: 

a.  Training  of  your  staff,  i.e.,  your  unit  orientation  and  inservice  programs,  CPR 
certification,  RN/LPN  licenses,  civilian  performance  standards,  quarterly  counseling 

b.  Ward  SOP's  as  they  relate  to  your  specific  ward. 

c.  Your  Standards  of  Care 

d.  Unit  QA  Program 

e.  Documentation  of  Nursing  Process  in  the  clinical  record,  etc. 

3.  I  want  each  clinical  head  nurse  to  place  added  emphasis  on  nursing  documentation  to  ensur 
that  the  nursing  process  is  being  documented.  Until  such  time  as  you  and  MAJ(P)  Driggers 
determine  that  the  nursing  documentation  on  the  NCP  and  TDCP  is  reflective  of  the  care 
provided,  the  following  as  a  minimum  must  be  documented: 

Nursing  Notes  documented  on  the  SF  510  based  upon  the  acuity  of  the  patient. 

(1)  Once  per  shift  for  category  4,  5,  &  6 

(2)  Once  per  day  for  category  2  &  3 

(3)  Once  per  week  for  category  1 


Chief,  Department  of  Nursing 
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Introduction 


Bayne-Jones  Army  Community  Hospital  is  a  169  bed  hospital  supporting  the 
Fort  Polk  MEDDAC.  This  MEDDAC  serves  a  population  of  13,600  active  duty 
soldiers  (primarily  assigned  to  the  Fifth  Infantry  Division),  16,200 
dependents,  and  10,000  retired  personnel  and  dependents. 

The  medical  staff  is  comprised  of  43  physicians  in  the  following 
specialty  areas  -  Family  Practice,  Aviation  Medicine,  General  Surgery, 
Orthopedics,  OB/GYN,  Internal  Medicine,  Pediatrics,  Dermatology,  Radiology, 
Psychiatry,  and  Ophthamology.  Additional  services  are  provided  by  Social 
Work,  Podiatry,  Optometry,  Physical  Therapy,  Occupational  Therapy,  Audiology, 
Preventive  Medicine  and  Clinical  Dietetics. 

The  largest  department  in  the  hospital  is  the  Department  of  Nursing. 
Personnel  in  this  department  number  93  professionals  and  185  allied  health 
professionals. 

During  the  time  of  this  test  the  ambulatory  care  data  base  study  was  also 
in  progress  in  the  outpatient  clinics.  Consequently,  the  physicians  were 
already  tasked  with  additional  documentation  requirements. 

Implementation 

The  original  project  officer  was  not  involved  in  the  decision  making 
process  to  allow  the  study  to  be  conducted  at  this  site. 

The  Commander,  and  the  Chief,  Department  of  Nursing  apparently  made  that 
decision  based  on  information  received  from  and  communication  with  the 
Commander  of  Health  Services  Command,  and  the  Chief,  Army  Nurse  Corps. 

Approximately  six  months  before  the  study  was  actually  started,  an 
information  paper  (see  Appendix  A)  was  distributed  to  the  Commander,  the 
Headquarter's  staff,  MC,  AMSC,  MSC  officers  and  Department  of  Nursing's 
personnel.  The  project  officer  held  individual  meetings  with  key  officers  to 
discuss  actual  implementation  and  to  answer  questions.  The  key  officers 
included  the  Chief  of  Clinical  Support  Division,  Chief  of  Pharmacy  and  the 
Chief  of  Patient  Administration  Division. 

kQglstlc? 

The  logistics  of  actually  receiving,  storing,  and  distributing  the  test 
forms  were  coordinated  with  the  Records  Management  Officer.  She  selected  one 
individual  to  assume  sole  responsibility  for  the  test  forms.  Test  forms  were 
stored  all  together  in  one  corner  of  the  Materiel  Distribution  Service  storage 
area.  The  person  in  charge  was/is  the  only  person  authorized  to  distribute 
the  forms  and  is  continuing  to  do  so. 

The  one  time  distribution  of  chart  dividers  was  accomplished  by  the  NCOIC 
of  one  clinical  nursing  section.  In  a  MEDDAC  of  this  size  that  was  easily 
accomplished. 


At  the  time  set  aside  for  initial  distribution  of  test  forms,  NCOICs  were 
directed  to  turn  in  unopened  packages  of  the  DA  forms  being  replaced  by  the 
test  forms.  The  DF  dedicated  to  that  subject  also  covered  the  dispositon  of 
all  remaining  loose  copies  of  the  non-test  forms  (see  Appendix  B).  Since 
training  classes  were  not  scheduled  for  the  key  personnel  who  worked  in  the 
various  out-patient  clinics,  they  did  not  understand  the  importance  of 
removing  old  forms  from  the  system.  Consequently,  when  physicians  admitted 
patients  directly  from  the  clinics  they  frequently  utilized  the  old  non-test 
doctor's  order  sheets  as  the  old  forms  had  not  been  purged  from  the  system. 

That  was  a  significant  logistical  error  that  impacted  on  the  smooth 
implementation  of  the  test  forms. 

Txa.lD.ljia 

The  Chief  of  NETS  was  selected  as  a  trainer  at  the  beginning  of  the 
project.  She  was  selected  because  of  her  position  as  Chief  of  NETS.  It  was 
felt  that  the  incumbent  of  that  position  could  manage  a  Department  of  Nursing¬ 
wide  education  program.  She  also  had  the  support  of  an  NCOIC  and  one 
secretary. 

An  ANC  officer  who  was  a  clinical  staff  nurse  was  also  selected  as  a 
trainer  in  June  1985.  He  was  selected  due  to  his  projected  availability  as  a 
trainer  for  personnel  working  rotating  shifts.  That  would  also  place  a 
trainer  in-house  after  duty  hours  to  serve  as  a  resource  person. 

One  additional  trainer  was  utilized,  in  part,  due  to  the  logistics  of  the 
situation.  The  NCOIC  of  NETS  actually  was  utilized  as  a  trainer  more 
frequently  than  the  designated  clinical  staff  nurse.  The  NCOIC  of  NETS  was 
readily  available  when  the  bulk  of  the  training  was  scheduled.  He  also 
provided  documentation  orientation  for  new  permanent  party  and  other  personnel 
assigned  to  the  Department  of  Nursing. 

As  indicated  earlier,  the  information  papers  were  sent  to  the 
Headquarters  staff,  division  and  department  chiefs.  Department  of  Nursing 
staff  and  other  involved  professional  staff  in  August  1985.  In  October  1985 
the  first  project  officer  briefed  the  key  Department  of  Nursing  staff  on  the 
progress  of  the  project.  She  then  held  individual  meetings  with  the  chiefs  of 
Social  Services,  Clinical  Support  Division,  Patient  Administration  Division 
and  the  Pharmacy.  During  the  November-December  1985  time  frame  the  current 
project  officer  again  informally  met  with  the  chiefs  of  Social  Services, 
Clinical  Support  Division,  Patient  Administration  Division  and  the  Pharmacy  to 
discuss  final  logistical  plans  for  implementation  of  the  new  forms. 

A  formal  training  schedule  was  devised  to  provide  formal  training  for  the 
Department  of  Nursing  staff  who  were  assigned  to  the  in-patient  units.  The 
initial  session  was  set  up  for  Chief  Nurse's  office  staff,  clinical  head 
nurses  and  all  other  ANCs  who  work  week-end/holi  day  coverage  in  the  Chief 
Nurse's  office.  Subsequent  sessions  were  scheduled  for  specific  groups  as 
follows  -  staff  nurses,  LPNs/91Cs,  nursing  assistants,  91As/91Bs/91Fs,  and 
ward  clerks.  The  time  allotted  for  each  class  was  four  hours.  This  included 
time  to  complete  the  Programmed  Instruction.  It  soon  became  apparent  that  four 
hours  was  a  more  than  sufficient  allotment. 

The  Documentation  Study  Training  Outline  was  followed  and  the  prepared 
transparencies  were  utilized  in  presenting  the  material.  After  the  staff  in 
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position  at  the  initiation  of  the  study  had  been  oriented  a  video  tape  was 
prepared  to  be  utilized  to  train  in-coming  personnel. 

A  special  training  session  was  held  in  the  Operating  Suite  to  familiarize 
the  operating  room  and  anesthesiology  staffs  on  the  specific  forms  that  would 
be  utilized  by  them  .  That  session  was  set  up  at  a  time  consistent  with  their 
peculiar  tour  of  duty. 

Some  Medical  Corps  department  an'l  service  chiefs  were  briefed  on  an 
individual  basis.  When  the  DCCS  held  a  staff  meeting  for  all  MEDDAC 
physicians,  time  was  set  aside  for  the  project  officer,  and  the  Chief  of  NETS, 
to  brief  the  bulk  of  the  physician  staff.  One  week  later  the  DCCS  put  out  a 
DF  to  all  physicians  highlighting  the  key  points  covered  in  the  briefing 
session. 

The  training  for  the  Department  of  Nursing  staff  began  6  weeks  prior  to 
the  kick  off  of  the  study.  The  meetings  with  the  physicians  were  held 
approximately  10  days  before  the  phase-in  started. 

Implgmentation  oi  Efl.nns 

The  study  started  on  21  January  1986.  One  problem  encountered  before  the 
phase-in  period  started  was  related  to  overprinting  standard  orders  on  the 
Therapeutic  Documentation  forms.  Our  solution  was  to  develop  rubber  stamps 
to  be  utilized  by  each  unit  for  standing  orders.  There  were  some  problems 
encountered  with  actual  use  of  the  stamps  and  getting  the  stamps  lined  up  with 
lines  and  boxes  on  the  forms. 

The  overprinting  of  standing  doctor's  order  sheets  was  addressed  prior  to 
phase-in.  Our  facility's  publication  section  did  not  have  the  capability  to 
overprint  through  all  three  pages  of  the  DA  4256-1,  4256-2  or  3888-5  forms. 

In  researching  this  problem  it  was  decided  that  the  above  forms  would  be 
overprinted  by  utilizing  the  word  processor  printers. 

All  of  the  overprinted  doctor's  orders  were  placed  on  a  single  diskette. 
In  addition,  overprints  for  one  3888-2  form  and  three  3888-4  forms  were 
included.  The  remaining  two  overprints  on  the  diskette  were  for  DA  3888-5 
forms.  The  grand  total  of  19  individual  overprints  was  to  be  reproduced 
utilizing  the  word  processor  printer. 

The  Records  Management  Officer  was  involved  in  all  discussions  related  to 
overprinting  forms.  She  was  unable  to  provide  logistical  support  in  the  form 
of  personnel  or  equipment  to  actually  overprint  on  the  word  processor  printer. 

An  initial  supply  of  overprinted  forms  was  producea  by  a  soon  to  be 
retired  Seargent  First  Class  who  in  essence  was  in  an  excess  mode.  She  had  to 
do  her  work  after  normal  duty  hours  or  during  the  lunch  hour  when  the 
secretarial  staff  was  not  utilizing  the  word  processor  printers.  Availability 
of  the  printers  became  a  very  real  problem  as  the  competition  for  time  on  the 
equipment  was  intense. 

Initially,  the  overprinted  forms  were  stored  in  a  caoinet  in  the  Chief 
Nurse's  Office.  Managment  of  these  forms  was  subsequently  transfered  to  the 
one  individual  in  publications  who  was  responsible  for  storing  and  controlling 
all  blank  study  forms. 
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Eventually,  the  decision  was  made  to  print  a  single  copy  overprinted 
doctors  order  sheet  for  standing  physician's  orders  for  medications.  This 
single  copy  would  remain  in  the  patient's  record.  A  single  physician's  order 
would  be  written  on  a  standard  three  part  doctor's  order  sheet  to  initiate 
standing  medication  orders.  The  pink  copy  would  be  sent  to  pharmacy  where  a 
copy  of  all  standing  orders  was  on  file.  The  pharmacy  service  would  then 
process  the  appropriate  set  of  orders.  Single  copy  overprinted  doctor's  order 
sheets  for  standing  physician's  orders  for  non-medications  were  also  printed. 

Since  the  Publication  Section  had  the  capability  to  print  single  copy 
order  sheets,  and  could  support  requests  for  same,  it  eliminated  the  need  to 
find  a  word  processor  printer  and  personnel  resources  to  overprint  the  three 
part  forms.  This  was  an  important  solution  to  a  major  logistical  problem. 
Seventeen  documents  formerly  printed  on  word  processor  printers  were  now  being 
reproduced  as  single  copies  by  the  Publications  Section  printers.  The 
remaining  two  documents  being  overprinted  on  the  word  processor  printer  were 
DA  3888-5  Discharge  Summary  forms  utilized  by  the  Newborn  Nursery  staff  and 
the  Postpartum  ward  staff.  These  two  forms  continue  to  be  overprinted  by  the 
units'  ward  clerks  utilizing  word  processor  printers.  The  access  to  word 
processor  printers  has  continued  to  be  an  intermittent  problem  and  seems  to  be 
minimal  at  present. 

In  general,  ruffled  feathers  were  smoothed  by  face  to  face  discussion  of 
problems.  This  project  officer  used  public  relations  techniques  including 
listening  to  complaints,  soliciting  help/assistance  from  the  irate/offended 
individuals  and  offering  assistance  to  brighten  the  day. 

There  were  no  unusual  occurrences  that  could  be  related  to  documentation 
on  the  test  forms.  The  specific  forms  were  not  a  causative  factor  only  the 
individuals  inadequate  performance  at  a  given  point  in  time. 

The  problem  generated  when  all  non-test  doctor's  order  sheets  were  not 
removed  from  the  out-patient  clinic  areas  (see  the  Logistics  section)  was 
resolved  when  all  extraneous  forms  were  successfully  purged  from  the  system. 
This  prevented  an  increase  in  the  incidence  of  ruffled  feathers. 

The  two  major  problems  related  to  actual  utilization  of  the  test  forms 
were  a  lack  of  nursing  orders  specific  to  individual  patient's  current 
problems  and  insufficent  documentation  of  patient  care/progress  on  the  SF  509. 
In  September,  the  Chief  of  NESD  was  given  a  project  to  assist  each  unit  with 

ways  to  improve  their  documentation.  She  actually  worked  on  some  units  to  get 

a  feel  for  "applying  theory  in  practice."  The  end  results  were  included  in  a 

three  page  hand  out  entitled  "How  to  Make  Care  Plans  Work  For  You."  In 

addition,  an  effort  was  made  to  standardize  intravenous  therapy  nursing 
orders.  Rubber  stamps  of  nursing  orders  were  made  for  each  unit  and  inservice 
classes  were  presen+ed  by  the  Infection  Control  Nurse  and  Chief  of  NESD  for 
all  in-patient  units',  RNs  and  LPNs. 

The  classes  on  documentation  of  IV  therapy  featured  lively  interchanges 
between  staff  and  presenters  about  standardizing  documentation.  However, 
standardizing  documentation  of  intravenous  therapy  led  to  improved 
documentation. 
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Many  factors  seemed  to  impact  on  the  problem  of  insufficent  documentation 
of  patient  care/progress  on  the  SF  509.  First,  angry  feelings  were  voiced 
that  the  Nursing  Notes  (SF  510)  were  taken  away  and  if  that  form  was  no  longer 
in  use  then  they  (the  nurses)  perceived  that  they  were  not  supposed  to  chart 
except  on  the  Therapeutic  Documentation  Care  Plans.  Second,  there  was  either 
reluctance,  confusion  or  a  lack  of  understanding  about  when  to  write  on  the 
progress  notes.  It  seemed  that  the  nursing  staff  was  not  comfortable  with 
making  the  decision  about  when  to  document  on  the  SF  509. 

The  decison  was  made  initially  to  limit  documentation  on  the  SF  509  form 
to  permanent  party  personnel.  After  the  study  was  well  underway,  the  non 
permanent  party  personnel  were  allowed  to  chart.  Their  documentation  was  and 
is  being  monitored  by  the  RN  staff. 

Problems  with  minimum  utilization  of  the  Therapeutic  Documentation  Care 
Plans  could  be  attributed  to  a  lack  of  understanding  of  how  TD's  could  be  used 
to  help  the  staff  easily  document  nursing  actions  that  would  translate  into 
factors  to  be  utilized  in  calculating  patient  acuity.  Also,  staff  nurses  had 
difficulty  expressing  nursing  orders  in  terms  compatible  with  the  coding 
system.  Consequently,  they  often  did  not  write  key  nursing  orders.  At  the 
same  time,  ward  censuses  were  high  and  the  clinical  head  nurses  were  very 
busy.  Perhaps  they  could  not  find  the  time  necessary  to  identify  nursing 
orders  thet  were  standard  for  nursing  care  problems  frequently  identified  on  a 
given  unit.  Decision  to  Continue  With  Form  Use 

In  April  1988,  a  Clinical  Nursing  Records  Study  Questionnaire  was  given 
to  all  Department  of  Nursing  personnel  who  were  using  the  test  forms.  There 
were  92  completed  questionaires  returned  and  the  responses  tabulated.  In 
response  to  the  question  "Would  you  prefer  to  return  to  the  previous  method  of 
documentation?"  98  percent  responded  NO. 

This  mandate  coupled  with  positive  reports  from  the  Nursing  Quality 
Assurance  Committee  and  the  finding  that  no  unusual  occurences  during  the  test 
period  could  be  attributed  to  the  study  forms  was  outlined  in  the  project 
officer's  recommendations  to  continue  the  study  through  calendar  year  1986. 

The  Chief,  Department  of  Nursing  accepted  the  recommendation  and  presented  her 
recommendation  to  the  MEODAC  Commander.  There  was  no  dissent  and  the  decision 
was  made  to  continue  using  the  test  forms. 

Evaluation 

Input  was  collected  regarding  changes  by  utilizing  the  questionnaire 
discussed  in  the  previous  section,  and  by  the  project  officer  and  the  chief  of 
NESD  informally  discussing  form  utilization  on  the  individual  units.  Staff 
reactions  were  generally  enthusiastic  and  positive. 

Recommendation 

Any  form  design  or  guideline  changes  suggested  by  personnel  at  this  test 
site  were  already  presented  at  the  May  86  meeting  of  Project  Officers  and  the 
Principal  Investigator.  However,  based  on  experiences  at  this  site  I 
recommend  that  one  individual,  who  is  knowledgeable  about  the  study  forms  and 
writing  nursing  orders,  be  totally  available  to  work  on  a  one-to-one  basis 
with  head  nurses  ASAP  after  implementation  of  the  forms.  This  person  could 
work  with  the  head  nurses  to  observe  patients,  the  care  required  and  provided, 
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and  documentation  of  that  care.  In  this  manner,  suggestions  could  be  made  and 
changes  could  be  initiated  immediately.  This  would  serve  to  reinforce  the 
training  provided  in  classes  and  to  provide  real  patients  and  pertinent 
examples  for  each  unit  staff. 

In  addition,  I  would  establish  working  groups  or  committees  composed  of 
head  nurses,  staff  nurses,  the  primary  trainer,  supervisors  and/or  other 
knowledgeable  people  to  work  on  writing  nursing  orders  specific  for  problems 
encountered  on  a  particular  unit  and/or  common  to  many  units.  The  creation  of 
standard  nursing  orders  that  address  actions  indicated  to  deal  with  problems 
coinnon  to  many  patients  could  be  a  time  saving  measure  that  would  prevent  the 
reinvention  of  orders  by  several  different  individuals.  The  end  result  could 
be  improved  docurentation  of  care,  more  time  to  spend  with  the  patient  and  a 
more  satisfied  staff. 
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APPENDIX  A 


INFORMATION  PAPER 

SUBJECT,  The  Clinical  Nursing  Records  Study 

ISSUE,  To  describe  a  study  regarding  nursing  documentation  conducted 
by  the  USA  Health  Care  Studies  and  Clinical  Investigation  Activity  (HCSCIA), 

Ft  Sam  Houston,  TX.  Prepared  for  Commanders  and  headquarters'  staffs  at  test 
sites. 

FACTS, 

1.  In  recent  years  general  dissatisfaction  has  been  verbalized  within  the 
Army  Nurse  Corps  regarding  inpatient  nursing  documentation.  There  has  been  an 
overwhelming  number  of  requests  for  overprints  and  exceptions  to  policy.  A 
1981  ad  hoc  committee  for  clinical  nursing  records  proposed  revisions  and 
recommended  testing  of  revised  forms.  The  study  was  assigned  to  HCSCIA  as 
part  of  the  FY  84  AMEDD  Study  Program.  Emphasis  was  expanded  to  examine  all 
inpatient  forms  currently  in  use  at  MTFs.  The  Study  Director  is  COL  Marian 
Walls,  ANC,  formerly  Senior  Staff  Officer,  Nursing  Division,  HQ  HSC, 
currently.  Chief,  Department  of  Nursing,  Brooke  Army  Medical  Center.  Co¬ 
investigators  are  MAJ  Martha  Bell,  ANC  and  LTC  Terry  R.  Misener,  ANC,  Nursing 
Methods  Analysts,  HCSCIA. 

2.  A  worldwide  survey  of  Army  nursing  personnel  identified  documentation 
problems.  A  working  group  of  ANC  officers  was  formed  to  identify  possible 
changes  within  the  scope  of  JCAH  requirements,  ARs,  and  medical/legal 
considerations.  Representatives  from  HSC  DCCS,  PAD,  and  JAG  served  as 
advisors.  In  addition,  proposed  changes  were  coordinated  with  OTSG  PAD,  OTSG 
Publications,  and  DA  TAG  to  insure  that  "test"  forms  are  considered  parts  of 
the  permanent  inpatient  record.  Concomitantly,  proposed  changes  have  been 
reviewed  by  the  JCAH.  OTSG  Consultants  were  briefed  regarding  the  study 
effort  and  have  concurred. 

3.  The  authority  for  the  test  is  HQDA  Letter  40-85-4  "Clinical  Nursing 
Records  Study-Test  Forms".  Five  revised  and  three  new  forms  (Appendix  1)  will 
be  tested.  SF  509  Progress  Notes  will  be  used  by  nursing  personnel  during  the 
test.  Test  forms  are  authorized  for  use  only  at  designated  sites.  The  forms 
will  be  phased  in  over  a  month  on  all  nursing  units  at  each  test  site,  and 
used  for  an  additional  three  months.  HQDA  Letter  40-85-4  authorizes  use  of 
the  test  forms  for  two  years;  hence,  facilities  will  have  the  option  to 
continue  using  the  forms  after  the  testing  period.  Printing  costs  will  be 
absorbed  by  DA;  one  year's  quantity  has  been  ordered  to  preclude  local 
reproduction  of  forms  and  guidelines. 

4.  Four  MTFs  (FAMC,  and  the  hospitals  at  Fts  Jackson,  Campbell,  and  Polk) 
will  participate  in  the  study.  Hospital  staffs  will  be  oriented  to  the  test 
by  project  personnel  from  local  Departments  of  Nursing.  Site  coordination 
will  be  completed  through  project  officers  appointed  by  local  Chief  Nurses. 
Your  Project  Officer  is  Lieutenant  Colonel  Lynn  Jorgeson. 


G-59 


APPENDIX  1 

Clinical  Nursing  Records  Study 
Test  Forms 


REVISED  FORMS 

DA  Form  3888-2  (TEST)  Medical  Record— Nursing  History  and  Assessment 
(revision  of  DA  3888) 

DA  Form  3888-4  (TEST)  Medical  Record— Nursing  Care  Plan 
(revision  of  DA  3888-1) 

DA  Form  4256-1  (TEST)  Clinical  Record — Doctor's  Orders  for  Medications 
(revision  of  DA  4256) 

DA  Form  4677-1  (TEST)  Clinical  Record— Therapeutic  Documentation  Care  Plan 

for  Nonmedications 

(revision  of  DA  4677) 

DA  Form  4678-1  (TEST)  Clinical  Record--Therapeutic  Documentation  Care  Plan 

for  Medications 

(revision  of  DA  4678) 


NEW  FORMS 

DA  Form  3888-3  (TEST)  Medical  Record--Nursing  History  and  Assessment, 
continued 

DA  Form  3888-5  (TEST)  Medical  Record— Nursing  Discharge  Summary 

(NOTE,  a  multiple  copy  form;  copies  designed  to  be  included  in  the 
inpatient  and  outpatient  treatment  records  and  provided  as  a  record  of 
discharge  instructions  for  patient's  home  use.) 

DA  Form  4256-2  (TEST)  Clinical  Record— Doctor's  Orders  for  Nonmedications 
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INFORMATION  PAPER 


HSXV-DN 
9  July  1985 


SUBJECT:  The  Clinical  Nursing  Records  Study 

ISSUE:  To  describe  a  study  regarding  nursing  documentation  conducted  by  the 
USA  Health  Care  Studies  and  Clinical  Investigation  Activity  (HCSCIA).  Ft  Sam 
Houston,  TX.  Prepared  for  Department  of  Nursing  personnel  at  test  sites. 

FACTS: 

1.  In  recent  years  general  dissatisfaction  has  been  verbalized  within  the 
Army  Nurse  Corps  regarding  inpatient  nursing  documentation.  There  has  been  ar, 
overwhelming  number  of  requests  for  overprints  and  exceptions  to  policy.  A 
1981  ad  hoc  committee  for  clinical  nursing  records  proposed  revisions  and 
recommended  testing  of  revised  forms.  The  study  was  assigned  to  HCSCIA  as 
part  of  the  FY  84  AMEDD  Study  Program.  Emphasis  was  expanded  to  examine  all 
inpatient  forms  currently  in  use  at  MTFs.  The  Study  Director  is  COL  Marian 
Walls,  ANC,  formerly  Senior  Staff  Officer,  Nursing  Division,  HQ  HSC,  currently 
Chief,  Department  of  Nursing,  Brooke  Army  Medical  Center.  Co-investigators 
are  MAJ  Martha  Bell,  ANC  and  LTC  Terry  R.  Misener,  ANC,  Nursing  Methods 
Analysts,  HCSCIA. 

2.  A  worldwide  survey  of  Army  nursing  personnel  identified  documentation 
problems.  A  working  group  of  ANC  officers  was  formed  to  identify  possible 
changes  within  the  scope  of  JCAH  Requirements,  Army  Regulations,  and  medical- 
legal  considerations.  Representatives  from  HQ  HSC  Patient  Administration 
Division,  Judge  Advocate  General,  and  Deputy  Chief  of  Staff  for  Clinical 
Services  served  as  advisors.  "Test"  forms  will  be  part  of  the  permanent 
inpatient  record.  Proposed  changes  and  guidelines  have  been  reviewed  by  the 
JCAH.  OTSG  Consultants  have  been  briefed  regarding  the  study  effort  and  have 
concurred.  Commanders  of  test  sites  have  agreed  to  testing  of  forms  at  their 
respective  facilities. 

3.  Five  revised  and  three  new  forms  (Appendix  1)  will  be  tested.  Revisions 
involve  the  nu.-sing  history,  assessment,  and  care  plan  formats  (DA  Forms  3888 
and  3888-1);  the  use  of  a  coding  system  on  revised  Therapeutic  Documentation 
Care  Plans  (DA  Forms  4677  and  4678)  to  indicate  efficacy  of  intervention;  and 
the  separation  of  nonmedication  from  medication  orders  on  the  physician's 
order  sheets  (DA  Form  4256).  Chart  dividers  will  be  provided  to  separate 
medication  from  nonmedication  orders,  with  necessary  "pull  tabs"  to  enable 
care  providers  to  "flag"  newly  written  orders.  Transcription  of  certain 
orders  to  revised  Therapeutic  Documentation  sheets  will  no  longer  be  required 
because  of  the  format  of  the  order  sheets.  New  fonns  to  be  introduced  are  a 
nursing  discharge  summary  and  nursing  history/assessment  continuation  form. 
Nursing  personnel  will  use  the  SF  509  Progress  Notes  rather  than  SF  510 
Nursing  Notes  during  the  test  period. 

4.  All  Department  of  Nursing  personnel  and  other  hospital  staff  will  be 
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and  guidelines  by  study  personnel  from  local 
Departments  of  Nursing.  The  forms  will  be  phased  in  over  a  month  on  all 
nursing  units  at  each  test  site  and  used  for  an  additional  three  months 

P?>^sonnel  will  be  asked  to  assess  various* 
rnSf-J  ^  guidelines.  Facilities  will  have  the  option  to 

continue  using  the  forms  after  the  testing  period. 

5.  Four  medical  treatment  facilities  (Fitzsimons  Army  Medical  Center  and  the 
pffnr+^  Jackson,  Campbell  and  Polk)  will  participate  in  the  study 

effort.  Test  forms  are  authorized  for  use  ONLY  at  designated  sites.  Project 
officers  from  the  Departments  of  Nursing  have  been  appointed  by  local  Chief 
Nurses.  Questions  or  issues  concerning  the  test  forms  are  to  be  directed  to 
your  Project  Officer  who  is  LTC  Jorgeson  3660/3148.  directed  to 
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INFORMATION  PAPER 


HSHN-H 
1  August  1985 


SUBJECT,  The  Clinical  Nursing  Records  Study 

ISSUE,  To  describe  a  study  regarding  nursing  documentation  conducted  by  the 
USA  Health  Care  Studies  and  Clinical  Investigation  Activity  (HCSCIA),  Ft  Sam 
Houston,  TX.  Prepared  for  MIL  AMSC.  and  MSC  fifficers  at  test  sites. 

FACTS, 

1.  In  recent  years  general  dissatisfaction  has  been  verbalized  within  the 
Army  Nurse  Corps  regarding  inpatient  nursing  documentation.  There  has  been  an 
overwhelming  number  of  requests  for  overprints  and  exceptions  to  policy.  A 
1981  ad  hoc  committee  for  clinical  nursing  records  proposed  revisions  and 
recommended  testing  of  revised  forms.  The  study  was  assigned  to  HCSCIA  as 
part  of  the  FY  84  AMEDD  Study  Program  Emphasis  was  expanded  to  examine  all 
inpatient  forms  currently  in  use  at  MTFs. 

2.  A  wo-'ldwide  survey  of  Army  nursing  personnel  identified  documentation 
problems.  A  working  group  of  ANC  officers  was  formed  to  identify  possible 
changes  within  the  scope  of  JCAH  requirements.  Army  Regulations,  and  medical- 
legal  considerations.  Representatives  from  HQ  HSC  Patient  Administration 
Division,  Judge  Advocate  General,  and  Deputy  Chief  of  Staff  for  Clinical 
Services  served  as  advisors.  Proposed  changes  and  guidelines  were  reviewed  by 
the  JCAH.  OTSG  Consultants  were  briefed  regarding  the  study  effort  and  have 
concurred.  Commanders  of  all  test  sites  agreed  to  testing  of  forms  at  their 
respective  facilities, 

3.  Five  revised  and  three  new  forms  will  be  tested.  Revisions  involve  the 
nursing  history,  assessment  and  care  plan  formats  (DA  Forms  3888  and  38881); 
the  use  of  a  coding  system  on  revised  Therapeutic  Documentation  Care  Plans  (DA 
Forms  4677  and  4678)  to  indicate  efficacy  of  intervention;  and  the  separation 
of  nonmedication  from  medication  orders  on  the  physician's  order  sheets  (DA 
Form  4256).  Chart  dividers  will  be  provided  to  separate  medication  from 
nonmedication  orders,  with  necessary  "pull  tabs"  to  enable  care  providers  to 
"flag"  newly  written  orders.  New  forms  to  be  introduced  are  a  nursing 
discharge  summary  and  nursing  history/assessment  continuation  form.  Nursing 
personnel  will  use  the  SF  509  Progress  Notes  rather  than  SF  510  Nursing  Notes 
during  the  test  period.  "Test"  forms  will  be  part  of  the  permanent  inpatient 
record. 

4.  Hospital  staffs  will  be  oriented  to  test  forms  and  guidelines  by  project 
personnel  from  local  Departments  of  Nursing.  The  forms  will  be  phased  in  over 
a  month  on  all  nursing  units  at  each  test  site  and  used  for  an  additional 
three  months.  Following  the  testing  period,  personnel  will  be  asked  to  assess 
various  aspects  of  the  forms  and  guidelines.  Facilities  will  have  the  option 
to  continue  using  the  forms  after  the  testing  period. 


G-63 


5.  Four  medical  treatment  facilites  (Fitzsimons  Army  Medical  Center,  and  the 
hospitals  at  FTs  Jackson,  Campbell  and  Polk)  will  participate  in  the  study 
effort.  Project  officers  from  the  Departments  of  Nursing  have  been  appointed 
by  local  Chief  Nurses.  Questions  or  issues  concerning  the  test  forms  are  to 
be  directed  to  your  Project  Officer  who  is  LTC  Lynn  Jorgeson/3148. 
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INFORMATION  PAPER 


HSHN-H 
1  August  1985 


SUBJECT,  The  Clinical  Nursing  Records  Study 

ISSUE,  To  describe  a  study  regarding  nursing  documentation  conducted  by  the 
USA  Health  Care  Studies  and  Clinical  Investigation  Activity  (HCSCIA) ,  Ft  Sam 
Houston,  TX.  Prepared  for  Patient  Administration  Division  personnel  at  test 
sites. 

FACTS, 

1.  In  recent  years  general  dissatisfaction  has  been  verbalized  within  the 
Army  Nurse  Corps  regarding  inpatient  nursing  documentation.  There  has  been  an 
overwhelming  number  of  requests  for  overprints  and  exceptions  to  policy.  A 
1981  ad  hoc  committee  for  clinical  nursing  records  proposed  revisions  and 
recommended  testing  of  revised  forms.  The  study  was  assigned  to  HCSCIA  as 
part  of  the  FY  84  AMEDD  Study  Program  Emphasis  was  expanded  to  examine  all 
inpatient  forms  currently  in  use  at  MTFs. 


2.  A  worldwide  survey  of  Army  nursing  personnel  identified  documentation 
problems.  A  working  group  of  ANC  officers  was  formed  to  identify  possible 
changes  within  the  scope  of  JCAH  requirements,  ARs,  and  medical -legal 
considerations.  Representatives  from  the  HQ  HSC  PAD,  JAG,  and  Deputy  Chief  of 
Staff  for  Clinical  Services  served  as  advisors.  In  addition,  proposed  changes 
have  been  coordinated  with  OTSG  PAD,  OTSG  Publications,  and  DA  TAG  to  insure 
that  "test"  forms  are  considered  parts  of  the  permanent  inpatient  record. 
Proposed  changes  and  guidelines  were  reviewed  by  the  JCAH.  OTSG  Consultants 
were  briefed  regarding  the  study  effort  and  have  concurred.  Commanders  of 
test  sites  have  agreed  to  allow  testing  of  forms  at  their  respective 
facilities. 

3.  The  authority  for  the  test  is  HQDA  Letter  40-85-4  "Clinical  Nursing 
Records  Study-Test  Forms".  Five  revised  and  three  new  forms  (Appendix  1)  will 
be  tested.  Forms  are  authorized  for  use  ONLY  at  test  sites.  Nursing 
personnel  will  use  SF  509  Progress  notes  to  record  narrative  notations  usually 
found  on  the  SF  510  Nursing  Notes.  SF  510  will  not  be  used  during  the  period 
of  the  test. 

4.  Hospital  staffs  will  be  oriented  by  study  personnel  from  local  Departments 
of  Nursing.  The  forms  will  be  phased  in  over  a  month  on  all  nursing  units  at 
each  test  site,  and  used  for  an  additional  three  months.  HQDA  Letter  40-85-4 
authorizes  use  of  the  test  forms  for  two  years;  hence,  facilities  will  have 
the  option  to  continue  using  the  forms  after  the  test- ig  period.  One  year's 
quantitiy  has  been  ordered  to  preclude  local  reproduction  of  forms  or 
guidelines. 

5.  Four  medical  treatment  facilities  (Fitzsimons  Army  Medical  Center,  and  the 
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hospitals  at  FTs  Jackson,  Campbell  and  Polk)  will  participate  in  the  study. 

The  costs  of  printing  all  forms  and  accompanying  guidelines  will  be 
absorbed  by  DA.  Guidelines  will  be  provided  to  medical  records  personnel  at 
test  sites.  Project  officers  from  the  Departments  of  Nursing  have  been 
appointed  by  local  Chief  Nurses.  Questions  or  issues  concerning  the  test  forms 
are  to  be  directed  to  your  Project  Officer  who  is  LTC  Lynn  Jorgeson/3148. 
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Appendix  B 

Clinlg^l  Nursing  Rgggrds  Stttdy  -  Eonns  MaD^ftemeni; 


HSXV-DN 


Clinical  Nursing  Records  Study  -  Forms  Management 


TO  FROM 

SEE  DISTRIBUTION  Project  Officer  9  jan  86 

LTC  Heyers/td/3148 

1.  The  Clinical  Nursing  Records  Study  is  scheduled  to  begin  21  January  86.  Chart  dividers 
will  be  distributed  to  all  in-patient  units  based  on  operating  beds.  The  test  forms  and  forms 
in  current  use  will  be  managed  as  follows: 

2.  Hr.  Clear,  in  publications  will  control  all  blank  forms.  The  initial  supply  of 
over-printed  doctors  order  sheets  will  be  distributed  where  appropriate,  during  the  week 
prior  to  21  January  86.  These  forms  will  be  controlled  by  the  Project  Officer. 

3.  The  rubber  stamps  on  order  for  use  with  the  therapeutic  documentation  care  plans  are 
projected  to  arrive  next  week.  These  stamps  will  be  distributed  to  the  users  ASAP. 

4.  When  requesting  issue  of  forms,,  please  separate  requests  for  test  forms  from  non-test 
forms  on  seperate  OA  17's. 

5.  At  the  time  of  pick-up  of  test  forms,,  NCOIC's  will  turn  in  unopened  packages  of  the 
following  forms  to  Mr.  Clear.  He  will  store  these  forms  until  a  decision  is  made  to 
discontinue  or  continue  the  study.  Turn  in  OA  Forms  3888,  3888-1,,  4256,,  4677  and  4678. 

Loose  copies  of  the  above  forms  are  to  be  maintained  on  the  in-patient  units  to  be  used  in 
charts  of  patients  admitted  prior  to  21  January  86  who  will  be  aischarged  before  a  February  86 
On  4  February  all  remaining  loose  copies  should  be  destroyed.  At  that  time  all  charts  will  be 
converted  to  the  test  forms. 


6.  Distribution  of  test  forms  and  turn-in  of  old  forms  will  proceed  as  rollows  from  0800-1600 


a.  Clinical  Support 

and 

Operating  Room 

b.  Clinical  Nursing  Section  11 

c.  Clinical  Nursing  t 

d.  Ambulatory  Care  Section 


Tuesday  January  14th 

(OA  Forms  4256-1  and  4256-1) 


Wednesday  January  15th 
Thursday  January  16th 
Friday  January  17th 


Adherence  to  the  above  schedule  by  ward,  clinic,  NCOICs  will  be  most  appreciated. 
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SUBJECT:  Clinical  Nursing  Records  Study  -  For.s  Hanage.ent 


7.  Any  questions  about  the  eanageaent  of  test  foras 
officer  or  SFC  Kaas. 


should  be  directed  to  the  project 


DISTRIBUTION: 

C,,  DON 
Asst  C,,  DON 
C,  Publications 
Mr.  Clear 
Section  Supervi' 


Uardoasters 
Clinic  NCOIC  s 
C,  NETS 
LT  Peterson 
All  Head  Nurses 


/S/SHARLEEN  6.  MEYERS 
LTC,  ANC 

Project  Officer  CNR  Study 


APPENDIX  C 


YES  NO  NA  X  COMPLIANCE  INTERNAL  NURSING  AUDIT  SHEET 

79  3  4  97  1.  Doctor's  orders  taken  off  by  paraprofessionals  or  ward  clerk 

verified  by  RN's  initials  in  the  appropriate  box  on  DA  For*  4677 
and  DA  Fora  4678. 

79  12  0  87  2.  TPR  Graphic  SF  511  filled  out  properly  to  include  adaitting 

vital  signs. 

75  11  0  88  3.  DA  Fora  3888-2  (Test)  completely  filled  out  as  well  as  signed 

by  RN  within  24  hours  of  adaission. 

79  12  0  87  4.  DA  Fora  3888-4  (Test)  initiated  by  RN  within  24  hours  of 

adaission. 

62  6  23  91  5.  If  DA  Fora  3888-2  (Test)  is  not  completed  on  admission  is  there 

an  admission  note  on  SF  509.,  in  SOAP  format,  including  age,  race,, 
general  condition,  sex.,  history  and  pertinent  physical  assessment  data? 

37  3  51  92  6.  Allergies  underlined  in  red  pencil  and  sticker  on  front  of  chart. 

70  21  0  77  7.  Problem  list  must  include  date  and  initial  of  RN  identifying  problem. 

All  probleat  numbered. 

66  25  0  73  8.  Nursing  orders  reflect  problem  list  and  are  initiated  by  RN.  Numbered 

by  problem. 

75  3  13  96  9.  Nursing  notes  on  SF  509  reflect  changes  in  patients'-  response;  notes 

are  not  repetitious  or  stating  normal  responses. 

49  13  29  79  10.  NCP  and  appropriate  proolea  nuBbers(s)  are  used  with  SOAP  notes. 

Other  notes  are  prefaced  by:  Nursing  Note  or  Nursing  Entry. 

83  8  0  91  11.  Doctor's  orders  taken  off  correctly  and  written  on  the  correct 

documentation  sheet.  Single  action  orders  accounted  for  correctly. 

51  14  26  78  12.  Results  of  PRN  meds/proceoures  are  charted  using  tie  results  codes  ;• 

omitted,,  ineffective  or  abnormal  results  have  a  SOAP  note  on  the  SF  509, 


81 

10 

0 

89 

13. 

DA  Form 

4677  and  DA  Form 

4678  are  filled 

out  correctly 

and  completely 

33 

11 

47 

75 

14. 

Results 

of  single  action 

orders  that  can 

be  evaluated 

are  documented 

on  the  SF  509  in  SOAP  format. 

28  4  59  87  15.  DA  Fora  3888-5,,  Discharge  Instructions  initiated  or  completed  and 

signed  by  RN.  Cross  reference  made  on  SF  509  on  discharge. 
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FORM  UTILIZATION 


UNIT 


YES  NO  NA  X  COMPLIANCE 

73  7  6  91 


65  21  0  75 

75  11  0  87 


71  12  3  85 


INTERNAL  NURSING  AUDIT  SHEET 

1.  Doctor's  orders  taken  off  by  paraprofesstonaLs  or  ward  clerk 
verified  by  RN's  initials  in  the  appropriate  box  on  DA  Fore  4677 
and  DA  Fore  4678. 

2.  TPR  Graphic  SF  511  filled  out  properly  to  include  adeitting 
vital  signs. 

3.  DA  Fore  3888-2  (Test)  conpletely  filled  out  as  well  as  signed 
by  RN  within  24  hours  of  adeission. 

4.  DA  Form  3888-4  (Test)  initiated  by  RN  within  24  hours  of 
adeission. 


23  3  60 


88 


5.  If  DA  Fore  3888-2  (Test)  is  not  completed  on  admission  is  there 
an  adeission  note  on  SF  509,  in  SOAP  format,,  including  age,  race,, 
general  condition,  sex,  history  and  pertinent  physical  assessment  data? 


24 

5 

57 

83 

6,  Allergies  underlined  in  red  pencil  and  sticker  on  front  of  chart 

72 

14 

3 

84 

7.  Problem  list  must  include  date  and  initial  of  RN  identifying 
problen.  All  problems  numbered. 

64 

17 

5 

79 

8.  Nursing  orders  reflect  problem  list  and  are  initiated  by  RN, 
Numbered  by  problem. 

72 

0 

14 

100 

9.  Nursing  notes  on  SF  509  reflect  changes  in  patients'  response;, 
notes  are  not  repetitious  or  stating  normal  responses. 

56 

11 

19 

84 

10.  NCP  and  appropriate  problem  numoers(s)  are  used  with  SOAP  notes 
Other  notes  are  prefaced  by:-  Nursing  Note  or  Nursing  Entry. 

80 

6 

0 

93 

11.  Doctor's  orders  taken  off  correctly  and  written  on  the  correct 
documentation  sheet.  Single  action  orders  accounted  for  correctly. 

42 

11 

33 

79 

12.  Results  of  PRN  meds/procedures  are  charted  using  the  results 
codes;  omitted,  ineffective  or  abnormal  results  have  a  SOAP  note 

on  the  SF  509. 

32 

3 

1 

96 

13.  DA  Form  4677  and  DA  Form  4678  are  filled  out  correctly  and 

completely. 

28 

7 

51 

80 

14.  Results  of  single  action  orders  that  can  oe  evaluated  are 

documented  on  the  SF  509  in  SOAP  format. 

40 

3 

43 

93 

15.  DA  Form  3888-5,,  Discharge  Instructions  initiated  or  completed 
and  signed  by  RN.  Cross  reference  made  on  SF  509  on  discharge. 
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FORH 


.NIT  13 


YES  NO  NA  X  COMPLIANCE  INTENNAL  NURSING  AUDNT  SHEET 

65  3  4  96  1.  Doctor's  orders  taken  off  by  paraprofessiunals  or  ward  clerk 

verified  bv  RN's  initials  in  the  appropriate  box  on  DA  Fore  4677 
and  OA  Fora  467S. 

68  4  0  94  2.  TPR  Graphic  SF  511  filled  out  properly  to  include  adaitting 

vital  signs. 

68  4  0  94  3.  OA  Fora  3888-2  (Test)  coapletely  filled  out  as  well  as  signed 

by  RN  within  24  hours  of  adalssion. 

69  3  0  96  4.  DA  Form  3888-4  (Test)  initiated  bv  RN  within  24  hours  of 

adalssion. 

15  3  54  83  5.  If  DA  Fora  3888-2  (Test)  is  not  completed  on  admission  is  there 

an  adalssion  note  on  SF  509,  in  SOAP  format,,  including  age,  race,, 
general  condition,,  sex,,  history  and  pertinent  physical  assessment  data? 

12  1  59  92  6.  Allergies  underlined  in  red  pencil  and  sticker  on  front  of  chart. 

62  5  0  93  7.  Problem  list  must  include  date  and  initial  of  RN  identifying  problem. 

All  probleat  numbered. 

62  7  3  90  8.  Nursing  orders  reflect  problem  list  and  are  initiated  by  RN. 

Numbered  bv  problem. 

63  6  3  91  9.  Nursing  notes  on  SF  509  reflect  rhanges  in  patients'  response;  notes 

are  not  repetitious  or  stating  normal  responses. 

56  3  8  91  10.  NCP  and  appropriate  problem  nurabers(s)  are  used  with  SOAP  notes 

Other  notes  arc  pretaceo  by'  Nursino  Note  or  Nursing  Entrv. 

71  1  0  99  11.  Doctor's  orders  taken  off  correctly  and  written  on  the  correct 

documentation  sheet.  Single  action  oroers  accounted  for  correctly. 

27  1C  13  73  12.  Results  of  PRN  meds/procedures  are  enacted  using  the  results  codes;; 

omitted,,  ineffective  or  abnormal  results  have  a  SOAP  note  on  the  SF  509. 


70 

2 

0 

97 

13. 

OA  Form 

4677  and  DA  Form 

4678  are  rilled 

out  correctly 

and  completely 

37 

6 

29 

86 

14. 

Results 

of  single  action 

oroers  that  can 

be  evaluated 

are  documented 

on  the  SF  509  in  SOAP  format. 

27  2  43  93  15.  OA  Form  3888-5,  Discharge  Instructions  initiated  or  completed  ana 

signed  by  RN.  Cross  reference  made  on  SF  509  on  discharge. 
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YES  NO  NA  X  COMPLIANCE 


INTERNAL  NURSING  AUDIT  SHEET 


5*  7  11  89  1.  Doctor**  order*  taken  off  by  paraprofessional*  or  ward  clerk 

verified  by  RN‘s  initials  in  the  appropriate  box  on  DA  Fore  4677 
and  OA  Fora  4678. 

60  12  0  83  2.  TPR  Graphic  SF  511  filled  out  properly  to  include  adaitting 

vital  sign*. 

66  6  0  92  3.  DA  Fora  3888-2  (Test)  conpletely  filled  out  as  well  as  signed 

by  RN  within  24  hours  of  adaiss'.on. 

72  0  0  97  4.  OA  Fora  3888-4  (Test)  initiated  by  RN  within  24  hours  of 

adaission. 

29  8  35  78  5.  If  OA  Form  3888-2  (Test)  is  not  completed  on  admission  is  there 

'n  admission  note  on  SF  509,,  in  SOAP  format,,  including  age,  race, 
general  condtiion,  sex,  history,  ana  pertinent  pnysical  assessment 
data. 

26  1  45  96  6.  Allergies  underlined  in  red  pencil  and  sticker  on  front  of  chart. 

66  6  0  92  7.  Problem  list  must  include  data  and  initial  of  RN  identifying  problem. 

All  problem*  numbered. 

60  12  0  83  8.  Nursing  orders  reflect  problem  list  and  are  initiated  by  RN. 

Numbered  by  problem. 

56  6  10  90  9.  Nursing  notes  on  SF  509  reflect  changes  in  patients'  response;;  notes 

are  not  repetitious  or  stating  normal  responses. 

51  14  89  10.  NCP  and  appropriate  problem  numbers(s)  ai'e  used  with  SOAP  notes. 

Other  notes  are  prefaced  by;'  Nursing  Note  or  Nursing  Entry. 

70  2  0  97  11.  Doctor’s  orders  taken  off  correctly  and  written  on  the  correct 

documentation  sheet.  Single  action  oroers  accounteo  for  correctly. 

40  9  23  81  12.  Results  of  PRN  raeds/procedures  ere  cnarted  using  the  results  codes;; 

omitted,  ineffective  or  abnormal  -esults  have  a  SOAP  note  on  the  SF  509. 


62 

10 

0 

86 

13. 

OA  Form 

4677  and  OA  Form 

A678  are  filled 

out  correctly 

and  completely 

39 

7 

26 

85 

14. 

Results 

of  single  action 

orders  that  can 

be  evaluated 

are  documented 

on  the  SF  509  in  SOAP  format. 

28  0  44  100  15.  OA  Form  3888-5,,  Discharge  Instructions  initiated  or  completed  and 

signed  by  RN.  Cross  reference  made  on  SF  509  on  discharge. 
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APPENDIX  H 

Methodology  Phase  IV 
Surveys 


H-1 


(1-5) 


Case  #  1 

DEPARTMENT  OF  THE  ARMY 

US  ARMY  HEALTH  CARE  STUDIES  AND  CLINICAL  INVESTIGATION  ACTIVITY 
FORT  SAM  HOUSTON.  TEXAS  78234 


23  June  1986 


Dear  Nurse  Colleague: 

1.  For  the  past  several  months  you  have  been  testing  new  forms  and  con¬ 
cepts  of  nursing  documentation  as  part  of  the  Clinical  Nursing  Records 
Study.  The  study  was  designed  to  develop  a  less  cumbersome,  more 
integrated  and  satisfactory  alternative  documentation  system  reflecting  the 
AMEDD  Standards  of  Nursing  Practice  and  JCAH  requirements.  Your  enthu¬ 
siasm  and  willingness  to  be  an  integral  part  of  this  effort  has  been 
greatly  appreciated  by  the  investigators. 

2.  We  are  now  moving  into  the  the  evaluation  phase,  a  key  portion  of  which 
is  to  assess  your  satisfaction  with  the  test  forms  and  system  of  documen¬ 
tation.  You  are  asked  to  respond  to  the  following  questions  by  comparing 
the  items  you  "tested"  with  the  manner  in  which  you  documented  "before" 
the  test  forms.  Recall  that  the  test  forms  were  a  change  in  the  way  you 
"did  business,"  and  consequently,  it  took  time  to  learn  the  new  methods. 

As  you  answer,  reflect  on  how  you  feel  TODAY. 

3.  Your  comments  are  crucial  to  the  completion  of  this  study.  Changes  to 
guidelines  and  forms  design  will  be  based  upon  your  responses.  If  changes 
are  adapted  for  worldwide  use,  your  experience  and  comments  will  be  inva¬ 
luable  to  other  personnel.  Copies  of  the  final  study  report  will  be  pro¬ 
vided  to  test  site  chief  nurses, 

4.  Thank  you  in  advance  for  your  assistance  in  this  important  study. 

Sincerely, 

Martha  R.  Bell 
LTC,  ANC 

Principal  Investigator 
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CLINICAL  NURSING  RECORDS  STUDY  /r) 

DEPARTMENT  OF  NURSING  PERSONNEL 
SATISFACTION  SURVEY 

****************  ******************  •k'k*ifk*ifk*-k***ieieie 

It  is  neithEi”  the  intent  nor  will  it  be  possible,  to  identify  any 
one  individual's  responses  in  the  final  report.  Do  not  place  your 
name  or  any  identifying  information  on  the  questionnaire.  The  control 
number  on  the  first  page  of  the  survey  {upper  right  hand  corner)  is  to 
enable  a  clerk  to  account  for  a  returned  copy.  The  principal 
investigator  will  receive  your  questionnaire  after  it  has  been 
returned  to  Fort  Sam  Houston  and  removed  from  the  envelope.  Completion 
of  the  questionnaire  will  be  considered  your  consent  to  participate. 

Should  you  desire  not  to  participate,  please  return  the  uncompleted 
questionnaire  in  the  provided  envelope  to  the  project  officer 
designated  at  your  medical  treatment  facility. 

*******************  *****************  ******************* 

Unless  instructed  to  do  otherwise  in  the  following  sections,  please 
answer  all  questions  by  circling  the  numbered  response  that  most 
closely  reflects  your  opinion,  or  by  writing  in  the  information 
requested.  If  a  question  is  unanswered,  the  investigator  will  assume 
you  did  not  have  enough  experience  with  the  tested  documentation 
system  to  comment  on  that  particular  aspect.  You  will  be  provided  the 
opportunity  to  make  written  comments  at  the  end  of  the  questionnaire. 

Do  not  make  written  entries  by  the  questions.  They  may  be  overlooked 
during  coding  procedures. 

SECTION  A 

"OVERALL,  WHEN  I  COMPARE  THE  OLD  SYSTEM  OF  DOCUMENTATION  WITH  THE  ONE 
WE  ARE  TESTING,  I  FEEL  THE  TEST  FORMS  AND  INTEGRATED  PROGRESS  NOTES  .  .  .* 


STRONGLY 

STRONGLY  DO  KCT 

USE 

AGREE 

AGREE 

DISAGREE 

DISAGREE  THIS  S- 

^^CE 

Save  nursing  documentation 
time. 

1 

2 

3 

4 

(6) 

Help  to  avoid  writing  the 
same  information  several 
different  places. 

1 

2 

4 

h 

(7) 

Improve  communications 
concerning  the  patient 
among  nursing  personnel. 

1 

2 

3 

4 

(8) 

Improve  communications 
concerning  the  patient 
between  nurses  and  other 
health  care  professionals, 
including  physicians. 

1 

2 

3 

4 

C9) 

1 
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"OVERALL,  WHEN  I  COMPARE  THE  OLD  SYSTEM  OF  DOCUMENTATION  WITH  THE  ONE  (R) 

WE  ARE  TESTING,  I  FEEL  THE  TEST  FORMS  AND  INTEGRATED  PROGRESS  NOTES  .  . 


5.  Encourage  me  to  use  the 
nursing  process. 

6.  Are  easier  to  use. 


STRONGLY 

STRONGLY 

AGREE 

AGREE 

DISAGREE 

DISAGREE 

1 

2 

3 

4 

1 

2 

3 

4 

7.  Should  have  been  a  more  1 

drastic  change  from  the 

old  system  of  documentation. 

8.  Are  a  definite  improvement.  1 

9.  Provide  me  a  better  picture  1 

of  what  is  happening  to 

the  patient. 

10.  Reduce  the  amount  of  1 

paperwork  I  have  to  do. 

11.  Have  improved  the  quality  1 

of  documentation  on  my 

nursing  unit. 


2  3  4 

2  3  4 

2  3  4 

2  3  4 

2  3  4 


(10) 

(11) 

(12) 

(13) 

(14) 

(15) 

(16) 


SECTION  B 

NURSING  HISTORY  AND  ASSESSMENT  (DA  Form  3888-2  Test) 

NURSING  HISTORY  AND  ASSESSMENT  CONTINUATION  FORM  (DA  Form  3888-3  Test) 
NURSING  CARE  PLAN  (DA  Form  3888-4  Test) 


STRONGLY 

AGREE 

AGREE 

' ISAGREE 

STRONGLY 

DISAGREE 

The  number  of  nursing 
history  questions  is 
adequate . 

1 

2 

3 

4 

The  content  of  the  nursing 
history  questions  is  as 
thorough  as  I  need  them  to 

1 

be . 

2 

3 

4 

(17) 

(18) 


**************** 


"ON  MY  NURSING  UNIT  .  .  ." 

3.  The  block  for  patient's 
personal  articles  and 
val uabl e?  i s  hel pful . 


2  3  4 


(19) 


2 
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"ON 

MY  NURSING  UNIT  .  .  ." 

STRONGLY 

AGREE 

AGREE 

DISAGREE 

STRONGLY 

DISAGREE 

(R) 

4. 

Most  nursinq  histories 
are  done  by  non-RN/ANC 
personnel . 

1 

2 

3 

4 

(20) 

5. 

All  nursinq  assessments 
are  done  by  RNs  and  ANCs. 

1 

2 

3 

4 

(22) 

6. 

An  overprint  is  used  for 
the  assessment. 

1 

2 

3 

4 

(22) 

7. 

We  often  use  the  history 
and  assessment 
continuation  sheet. 

1 

2 

3 

4 

(23) 

**************** 

"OVERPRINTING  THE  ASSESSMENT  CATEGORIES 
FROM  THE  STANDARDS  OF  NURSING  PRACTICE 
(DA  PAM  40-5)  ..." 


8.  Is  helpful  to  me.  1234  (24) 

9.  Has  increased  my  use  1234  (25) 

of  the  categories. 

10.  Should  be  continued.  1234  (26) 

*************** 


11.  I  like  the  idea  of  the  1234  (27) 

nursing  history  and 
assessment,  if  completed 
on  admission,  serving  as 
the  admission  nursing 
note. 

*★***★*★******* 


"OVERPRINTING  THE  NURSING 
DIAGNOSES  ONTO  THE  CARE  PLAN  .  .  ." 


12. 

Is  helpful  to  me. 

1 

2 

3 

4 

(28) 

13. 

Has  increased  my  use 
of  the  diagnoses. 

1 

2 

3 

i 

4 

i^9) 

14. 

Should  be  continued. 

1 

2 

3 

4 

( 20; 

3 


H-5 


SECTION  C 


NURSING  DISCHARGE  SUMMARY  (DA  Form  3888-5  Test) 


STRONGLY 
AGREE  AGREE 


STRONGLY 
DISAGREE  DISAGREE 


Elements  on  the  form 

are  those  I  would  include 

in  a  discharge  nursing  note. 

I  like  to  have  the  discharge 
summary  serve  as  the  nursing 
discharge  note. 

It  is  helpful  to  have  a 
copy  for  the  patient. 

It  is  important  for  a 
nursing  summary  to  appear 
in  the  outpatient  record. 

The  nursing  discharge 
summary  form  needs  to  be 
kept  in  the  system. 

Discharge  summaries  should 
be  in  a  multidisciplinary 
format  so  physicians  and 
other  health  care  providers 
(e.g.,  dietitian,  PT,  etc.) 
could  make  appropriate 
notati ons . 


SECTION  D 

DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  Form  4256-1  Test;  DA  Form  4256-2  TEST) 

STRONGLY  STRONGLY 

AGREE  AGREE  DISAGREE  DISAGREE 

We  frequently  use  the  buff  1234 

copy  of  the  order  sheets 
on  my  nursing  unit. 

I  like  not  having  to  recopy  1234 

some  single  action  orders 
onto  the  Therapeutic 
Documentation  Care  Plans. 


(41) 


4 
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3.  Having  doctor's  orders 
separated  onto  medication 
and  nonmedication  sheets 
has  caused  minimal 
difficulty  for  me. 

4.  Doctor's  orders  should 
remain  separated  on  color 
coded  medication  and 
nonmedication  sheets. 

**■*■***★*■******** 

"IF  WE  WENT  BACK  TO  THE  'OLD' 

ORDER  SHEETS  (ALL  ORDERS  ON  ONE 

SHEET)  ..." 

5.  I  would  have  no  difficulty  1234 

identifying  completed  single 

action  orders. 

6.  I  would  still  want  a  column  1234 

for  single  action  orders  to 

preclude  my  having  to  recopy 
them  onto  the  Therapeutic 
Documentation  Care  Plans. 

*★***★*★*★★***★* 


STRONGLY 

STRONGLY 

AGREE 

AGREE 

DISAGREE 

DISAGREE 

1 

2 

3 

4 

1 

2 

3 

4 

(R) 


(60) 


'61) 


(65) 

(66) 


SECTION  E 


THERAPEUTIC  DOCUMENTATION  CARE  PLANS  (TDs),  MEDICATION  AND  NONMEDICATION 
(DA  Form  4677-1  Test;  DA  Form  4678-1  Test) 


STRONGLY 

AGREE 

AGREE 

DISAGREE 

STRONGLY 

DISAGREE 

I  like  being  able  to  docu¬ 
ment  (with  effectiveness 
codes  or  key  words)  the 
patient's  response 
directly  on  the  TDs. 

1 

2 

3 

4 

S7) 
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STRONGLY  STRONGLY 

AGREE  AGREE  DISAGREE  DISAGREE 


"RECORDING  THE  PATIENT'S  RESPONSE  ON  THE 

THERAPEUTIC  DOCUMENTATION  CARE  PLANS  .  . 

2.  Improves  my  documentation  1234 

of  patient  care. 

3.  Encourages  me  to  write  1234 

more  nursing  orders  to 

describe  nursing  activities 
with  the  patient. 

4.  Improves  communication  1234 

among  nursing  personnel. 

5.  Improves  communication  1234 

between  nurses  and  other 

health  care  providers. 

6.  Has  decreased  fr:igmented  12  3  4 

documentation  in  the  record. 

7.  Allows  me  to  give  a  more  1234 

thorough  report. 

8.  Gives  me  a  better  1234 

"picture"  of  what  happened 

to  the  patient. 

******************* 

9.  I  did  not  document  patient  1234 

responses  on  the  TDs. 

ID.  I  had  minimal  difficulty  1234 

recording  the  patient's 
responses  on  t  e  TDs . 

11.  The  expanded  use  of  the  TDs  1234 

(being  able  to  document 
responses)  is  a  concept 
which  should  be  available 
to  all  nursing  pe  sonnel 
worldwide. 

***************** 


6 


'-8 


STRONGLY 

AGREE 

AGREE 

DISAGREE 

STRONGLY 

DISAGREE 

"THE 

'FOLDER'  TYPE  FORMAT  .  . 

12. 

Is  an  improvement. 

1 

2 

3 

4 

13. 

Should  be  kept  even  if  it 
cannot  be  overprinted  with 
orders . 

1 

2 

3 

4 

14. 

Should  have  the  patient  1  2 

identification  block  printed 
on  all  pages. 

*★**★*★**★**★*★* 

3 

4 

15. 

I  like  the  sturdier  paper 
on  which  the  forms  are 
printed . 

1 

2 

3 

4 

16. 

Having  separate  pages 
for  recurring,  delayed, 
or  prn  action  orders 
is  helpful  to  me. 

1 

2 

3 

4 

17. 

To  my  knowledge,  there 
were  no  treatment  or 
medication  errors 
committed  on  my  nursing 
unit  which  could  be 
blamed  on  the  new  format 
of  the  TDs. 

1 

2 

3 

4 

18. 

I  would  prefer  to  have  the  1 

TDs  in  a  single  sheet  format 
(like  the  "old"  TDs)  even 
knowing  that  I  would  have  less 
room  for  documentation. 

2 

3 

4 

19. 

If  a  single  sheet  format 
were  to  be  used,  I  would 
prefer  a  medium  weight 
paper  (less  bulky  than 
the  tested  paper). 

1 

2 

3 

4 

20. 

All  medication  and  non¬ 
medication  forms  should 
remain  color-coded. 

1 

2 

3 

4 

21. 

Yellow  highlighter  use 
snould  be  reinstated  to 
discontinue  orders. 

1 

2 

3 

4 

7  H-9 


SECTION  F 


INTEGRATED  PROGRESS  NOTES  (SF  509) 


"THE 

INTEGRATED  PROGRESS  NOTE  .  . 

STRONGLY 

AGREE 

II 

• 

AGREE 

DISAGREE 

STRONGLY 

DISAGREE 

1. 

Improves  communications 
concerning  the  patient  among 
all  health’  care  providers. 

1 

2 

3 

4 

2. 

Has  encouraged  me  to 
be  more  thorough  in 
documentati on . 

1 

2 

3 

4 

3. 

Has  encouraged  me  to  be  more 
concise  in  documentation. 

1 

2 

3 

4 

4. 

Lessens  fragmenting  of 
information  in  the 
patient  record. 

1 

2 

3 

4 

5. 

Lessens  the  amount  of 
information  everyone  must 
document. 

1 

2 

3 

4 

6. 

Has  saved  me  time  in 
documenting.  (I  feel  I  don' 
need  to  repeat  information 
previously  documented  by 
another  health  care  provider 
because  it's  all  in  the  same 
place ) . 

1 

t 

2 

3 

4 

7. 

Encourages  me  to  read 
other  care  providers'  notes. 

1 

2 

3 

4 

8. 

Should  be  used  at  all  Army  1  2 

hospital s . 

******************* 

3 

4 

9. 

I  had  no  difficulty 
distinguishing  nursing 
notations  from  tnose  of 
other  di scipl ines . 

1 

2 

3 

4 

10. 

Physicians  on  my  nursing 

1 

2 

3 

4 

unit  seemed  to  like  having 
narrative  nursing  comments 
integrated  with  other  patient 
care  documentation. 
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STRONGLY  STRONGLY 

AGREE  AGREE  DISAGREE  DISAGREE 

11.  Other  health  care  providers  1234 
(e . g. ,  phys i cal  therapist, 
dietitian,  social  worker,) 
seemed  to  like  having 
narrative  nursing  comments 
integrated  with  other 
patient  care  documentation. 


12.  Although  the  guidelines  read  123 
that  all  nursing  personnel 
were  authorized  to  chart  on 
the  progress  notes,  there  were 
some  exceptions  to  this  policy 
on  my  nursing  unit. 


SECTION  G 

1.  "IN  MY  OPINION,  THE  BOTTOM  LINE  TO  EVERYTHING 
WE  HAVE  TESTED  IS  .  .  (circle  ONE  code) 

CODE  #  1  =  The  system  should  be  implemented  exactly  as  tested. 

2  =  We  should  go  back  to  the  "old"  way  and  not  use 

any  of  the  tested  elements. 

3  =  The  system  should  be  implemented  with  some 

modifications  (please  specify  below). 


a.  General  Comments: 


b.  DA  Form  3888-2  Test: 

c.  DA  Form  3888-3  Test: 

d.  DA  Form  3888-4  Test: 

e.  DA  Form  3888-5  Test: 


(111-1:4) 


(115-118) 

(119-122' 


(123-12^' 
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f.  DA  Form  4256-1  Test: 

g.  DA  Form  4256-2  Test: 

h.  DA  Form  4677-1  Test: 

i.  DA  Form  4678-1  Test: 

j.  Integrated  Progress  Notes: 


(127-130 

(131-131) 

(135-133) 

(139-liZ) 

( 143-113; 


SECTION  H 
PROFESSIONAL  DATA 

This  section  concerns  your  professional  and  military  background. 
To  assist  us  in  analysis,  please  answer  each  item. 


1.  My  current  duty  assignment  is  as:  (circle  ONE  code;  if 
you  are  assigned  to  two  areas,  e.g.  Staff  Nurse/Infecti  on 
Control,  select  your  primary  area  of  responsibility) 

CODE  #  01  =  Clinical  Staff  Nurse 

02  =  Clinical  Head  Nurse 
03  =  Clinical  Nurse  Specialist 
04  =  Specialty  Practices 

(includes  Midwifery,  Anesthesiology,  etc.) 
05  =  Section  Supervisor  (includes  Evening/Night 
Supervi si  on ) 

06  =  Chief  Nurse/Assistant  Chief  Nurse/Nursing 
Education  and  Staff  Development/Quality 
Assurance/Infection  Control 
07  =  Other  (please  specify)  _ 


(147,1 


1 
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2.  "MY  PRIMARY  INPATIENT  NURSING  UNIT  IS  .  . 

(circle  ONE  code) 

CODE  #  1  =  Surgical  Unit 

2  =  Psychiatric  Unit 

3  =  Medical  Unit 

4  =  Combined  Medical/Surgical  Unit 

5  =  Pediatric  Unit 

6  =  Critical  Care  (all  ICUs) 

7  =  L&D,  NBN,  Ante/Post-Partum 

8  =  OR/Anesthesi a 

9  =  Other  (please  specify)  _ _ 

0  =  Does  Not  Apply 

3.  Numbe»*  of  years  worked  as  an  RN:  _  _ 

(one  through  six  months,  enter  "00",  (two  digits) 

seven  through  12  months,  enter  "01", 

two  years,  enter  "02",  etc.) 

4.  Number  of  years  worked  with  Army  inpatient  _  _ 

medical  records/documentation:  (two  digits) 

(one  through  six  months,  enter  "00", 

seven  through  12  months,  enter  "01", 
two  years,  enter  "02",  etc.) 

5.  If  there  are  any  comments  you  would  like  to  add  about  the 
information  requested  in  this  survey,  the  test  forms,  or  docu¬ 
mentation  in  general,  please  do  so  in  the  following  space. 

If  more  space  is  needed,  please  staple  your  responses  to 
this  questionnaire. 


Thank  you  for  your  assistance! 


HSHN-H 


Case  #  2 

DEPARTMENT  OF  THE  ARMY 

US  ARMY  HEALTH  CARE  STUDIES  AND  CLINICAL  INVESTIGATION  ACTIVITY 
FORT  SAM  HOUSTON,  TEXAS  78234 


23  June  1986 


To  Department  of  Nursing  Personnel: 

1.  For  the  past  several  months  you  have  been  testing  new  forms  and  con¬ 
cepts  of  nursing  documentation  as  part  of  the  Clinical  Nursing  Records 
Study.  The  study  was  designed  to  develop  a  less  cumbersome,  more 
integrated  and  satisfactory  alternative  documentation  system.  Your  enthu¬ 
siasm  and  willingness  to  be  an  integral  part  of  this  effort  has  been 
greatly  appreciated  by  the  investigators. 

2.  We  are  now  moving  into  the  the  evaluation  phase,  a  key  portion  of  which 
is  to  assess  your  satisfaction  with  the  test  forms  and  system  of  documen¬ 
tation.  You  are  asked  to  respond  to  the  following  questions  by  comparing 
the  items  you  "tested"  with  the  manner  in  which  you  documented  "before" 
the  test  forms.  Recall  that  the  test  forms  were  a  change  in  the  way  you 
"did  business,"  and  consequently,  it  took  time  to  learn  the  new  methods. 

As  you  answer,  reflect  on  how  you  feel  TODAY. 

3.  Your  comments  are  crucial  to  the  completion  of  this  study.  Changes  to 
guidelines  and  forms  design  will  be  based  upon  your  responses.  If  changes 
are  adapted  for  worldwide  use,  your  experience  and  comments  will  be  inva¬ 
luable  to  other  personnel.  Copies  of  the  final  report  will  be  provided  to 
test  site  chief  nurses. 

4.  Thank  you  in  advance  for  your  assistance  in  this  important  study. 

Sincerely, 

Martha  R.  Bel  1 
LTC,  ANC 

Principal  Investigator 


CLINICAL  NURSING  RECORDS  STUDY  N 

DEPARTMENT  OF  NURSING  PERSONNEL 
SATISFACTION  SURVEY 

*★★****★★★***★**  ★*★+*★***★*★*****  ****************** 

It  is  neither  the  intent,  nor  will  it  be  possible,  to  identify 
any  one  individual's  responses  in  the  final  report.  Do  not  place  your 
name  or  any  identifying  information  on  the  questionnaire.  The  control 
number  on  the  front  page  of  the  survey  (upper  right  hand  corner)  is  to 
enable  a  clerk  to  account  for  a  returned  copy.  The  principal 
investigator  will  receive  your  questionnaire  after  it  has  been 
returned  to  Fort  Sam  Houston  and  removed  from  the  envelope. 
Completion  of  the  questionnaire  will  be  considered  your  consent  to 
participate.  Should  you  desire  not  to  participate,  please  return  the 
uncompleted  questionnaire  in  the  provided  envelope  to  the  project 
officer  designated  at  your  medical  treatment  facility. 

*******************  *****************  ******************* 

Unless  instructed  to  do  otherwise  in  the  following  sections,  please 
answer  all  questions  by  circling  the  numbered  response  that  most 
closely  reflects  your  opinion,  or  by  writing  in  the  information 
requested.  If  a  question  is  unanswered,  the  investigator  will  assume 
you  did  not  have  enough  experience  with  the  tested  documentation 
system  to  comment  on  that  particular  aspect.  You  will  be  provided  the 
opportunity  to  make  written  comments  at  the  end  of  the  questionnaire. 

Do  not  write  entries  by  the  questions.  They  may  be  overlooked  during 
coding  procedures. 

SECTION  A 


"OVERALL,  WHEN  I  COMPARE  THE  OLD  SYSTEM  OF  DOCUMENTATION  WITH  THE 
ONE  WE  ARE  TESTING,  I  FEEL  THE  TEST  FORMS  AND  INTEGRATED  PROGRESS 
NOTES  ..." 


STRONGLY 

STRONGLY 

DO  NOT 

USE 

AGREE 

AGREE 

DISAGREE 

DISAGREE 

THIS  £? 

■^CE 

1. 

Save  nursing  documentation 
time. 

1 

2 

3 

4 

/  -  ' 

2. 

Help  to  avoid  writing  the 
same  information  several 

1 

2 

3 

4 

(- 
\  ■ 

different  places. 

3. 

Improve  communications 
concerning  the  patient 
among  nursing  personnel. 

1 

2 

3 

4 

r  ~ 

4. 

Improve  communications 

1 

2 

3 

4 

concerning  the  patient 
between  nurses  and  other 
health  care  professionals, 
including  physicians. 


1 
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"OVERALL,  WHEN  I  COMPARE  THE  OLD  SYSTEM  OF  DOCUMENTATION  WITH  THE  ONE 
WE  ARE  TESTING,  I  FEEL  THE  TEST  FORMS  AND  INTEGRATED  PROGRESS  NOTES  .  . 


( 

\ 


STRONGLY 

AGREE  AGREE 

STRONGLY 
DISAGREE  DISAGREE 

5. 

Are  easier  to  use. 

1 

2 

3 

4 

(:: 

6. 

Should  have  been  a  more 
drastic  change  from  the 
old  system  of  documentation. 

1 

2 

3 

4 

j 

(:i: 

7. 

Are  a  definite  improvement. 

1 

2 

3 

4 

(::) 

8. 

Provide  me  a  better  picture 
of  what  is  happening 
to  the  patient. 

1 

2 

3 

4 

(1^) 

9. 

Reduce  the  amount  of 
paperwork  I  have  to  do. 

1 

2 

3 

4 

(•-5) 

10. 

Have  improved  the  quality 
of  documentation  on  my 
nursing  unit. 

1 

2 

3 

4 

C:) 

SECTION  B 

NURSING  HISTORY  AND  ASSESSMENT  (DA 

Form 

3888-2 

Test) 

NURSING  HISTORY  AND  ASSESSMENT  CONTINUATION  FORM  (DA  Form  3888-3  Test) 


J 

NURSING  CARE  PLAN 

(DA  Form 

3888-4 

Test ) 

STRONGLY 

AGREE 

AGREE 

DISAGREE 

STRONGLY 

DISAGREE 

1. 

The  number  of  nursing 
history  questions  is 
adequate . 

1 

2 

3 

4 

(:■) 

1 

2. 

The  content  of  the  nursing 
history  questions  is  as 
thorough  as  I  need  them  to 

1 

be . 

2 

3 

4 

(15) 

"ON 

**************** 

MY  NURSING  UNIT  .  .  ." 

3. 

The  block  for  patient's 
personal  articles  and 
valuables  is  helpful. 

1 

2 

3 

4 

(■--) 

4. 

Most  nursinq  histories 
are  done  by  non-RN/ANC 

1 

2 

3 

4 

;::) 

personnel . 


2 
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A 


"ON 

MY  NURSING  UNIT  ..." 

STRONGLY 

AGREE 

AGREE 

DISAGREE 

STRONGLY 

DISAGREE 

5. 

All  nurslnq  assessments 
are  done  by  RNs  and  ANCs. 

1 

2 

3 

4 

6. 

We  often  use  the  history 
and  assessment  continuation 
sheet. 

1 

2 

3 

4 

*****★*★***★★★*★ 

7. 

I  read  the  nursing  care 

1 

2 

3 

4 

plan  to  learn  the  overall 
goals  for  the  patient. 


SECTION  C 

NURSING  DISCHARGE  SUMMARY  (DA  Form  3888-5  Test) 

STRONGLY  STRONGLY 

AGREE  AGREE  DISAGREE  DISAGREE 

"OTHER  THAN  THE  PATIENT 
IDENTIFICATION  STAMP  ..." 

1.  I  have  completed  some  portions  1234 
of  the  nursing  discharge 

summary  for  the  nurses. 

2.  The  entire  nursing  discharge  1234 
summary  Is  completed  only  by 

an  RN/ANC  on  my  nursing  unit. 


SECTION  D 

DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 


(DA  Form  4256-1  Test/DA  Form 

4256- 

2  Test) 

STRONGLY 

AGREE 

AGREE 

DISAGREE 

STRONGLY 

DISAGREE 

1.  We  frequently  use  the  buff 
copy  of  the  order  sheets 
on  my  nursing  unit. 

1 

2 

3 

4 

2.  I  like  not  having  to  recopy 

1 

2 

3 

4 

some  single  action  orders 
onto  the  Therapeutic 
Documentation  Care  Plans. 


3 
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STRONGLY 

AGREE 

AGREE  DISAGREE 

STRONGLY 

DISAGREE 

3.  Having  doctor's  orders 
separated  onto  medication 
and  nonmedication  sheets 
has  caused  minima] 
difficulty  for  me. 

1 

2 

3 

4 

(-:: 

4.  Doctor's  orders  should  1  2 

remain  separated  on  color- 
coded  medication  and 
nonmedication  sheets. 

3 

4 

(:: 

"IF  WE  '.;ENT  back  to  the  'OLD' 
ORDER  SHEETS  (ALL  ORDERS  ON  ONE 
SHEET)  ..." 

5.  I  would  have  no  difficulty 
identifying  completed  single 
action  orders. 

1 

2 

3 

4 

(5: 

6.  I  would  still  want  a  column 
for  single  action  orders  to 
preclude  my  having  to  recopy 
them  onto  the  Therapeutic 
Documentation  Care  Plans. 

1 

2 

3 

4 

(-:: 

1 

SECTION  E 

THERAPEUTIC  DOCUMENTATION  CARE  PLANS,  MEDICATION 
(DA  Form  4677-1  Test;  DA  Form  4678-1 

AND  NONMEDICATION 
Test) 

STRONGLY 

AGREE 

AGREE  DISAGREE 

STRONGLY 

DISAGREE 

1.  I  like  being  able  to  docu¬ 
ment  (with  effectiveness 
codes  or  key  words)  the 
patient's  response  directly 
on  the  TDs. 

1 

2 

3 

4 

(67; 

2.  Most  of  my  documentation 
is  recorded  on  the  TDs. 

1 

2 

3 

4 

(6S) 

3.  In  the  past,  I  used  to  do 
most  of  my  documenting 
on  the  Nursing  Notes 
(SF  510). 

1 

2 

3 

4 

{£9) 

4 
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i 


STRONGLY  STRONGLY 


AGREE 

AGREE 

DISAGREE 

DISAGREE 

"RECORDING  TP?  PATIENT'S  RESPONSE 
ON  THE  THERAPtUTIC  DOCUMENTATION 
CARE  PLANS  ..." 

4. 

Improves  my  documentation 
of  patient  care. 

1 

2 

3 

4 

5. 

Improves  communication 
among  nursing  personnel. 

1 

2 

3 

4 

6. 

Improves  communication 
between  nursing  and  other 
health  care  providers. 

1 

2 

3 

4 

7. 

Has  decreased  the 
fragmented  documentation 
in  the  record. 

1 

2 

3 

4 

8. 

Gives  me  a  better 
"picture"  of  what  happened 
to  the  patient. 

1 

2 

3 

4 

9. 

I  did  not  document  patient 
responses  on  the  TDs. 

1 

2 

3 

4 

10. 

I  had  minimal  difficulty 
recording  the  patient's 
responses  on  the  TDs. 

1 

2 

3 

4 

11. 

The  expanded  use  of  the  TDs 
(being  able  to  document 
responses)  is  a  concept 
which  should  be  available 
to  all  nursing  personnel 
worldwide. 

1 

2 

3 

4 

**************** 

"THE 

'FOLDER'  TYPE  FORMAT  ..." 

12. 

Is  an  improvement. 

1 

2 

3 

4 

15. 

Should  be  kept  e\i'en  if  it 
cannot  be  overprinted  with 
orders. 

X 

2 

3 

4 

14. 

Should  have  the  patient 

1 

2 

3 

4 

identification  block  printed 
on  all  pages. 


5 
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I 

1 


STRONGLY 

AGREE 

AGREE 

DISAGREE 

STRONGLY 

DISAGREE 

j 

1 

15. 

I  like  the  sturdier  paper 
on  which  the  forms  are 
printed. 

1 

2 

3 

4 

1 

ill 

16. 

Having  separate  pages 
for  recurring,  delayed, 
or  prn  action  orders 
is  helpful  to  me. 

1 

2 

3 

4 

i 

17. 

To  my  knowledge,  there 

1 

2 

3 

4 

(B: 

were  no  treatment  or 
medication  errors 
committed  on  my  nursing 
unit  which  could  be 
blamed  on  the  new  format 
of  the  IDs. 

18.  I  would  prefer  to  have  the  1234  (£: 

TDs  in  a  single  sheet  format 

(like  the  "old"  TDs)  even 
knowing  that  I  would  have 
less  room  for  documentation. 

19.  If  a  single  sheet  format  1234  (-7 

were  to  be  used,  I  would 

prefer  a  medium  weight  paper 
(less  bulky  than  the  tested 
paper) . 

20.  All  medication  and  non-  1234  (-3 

medication  forms  should 
remain  color-coded. 

21.  Yellow  highlighter  use  1234  (• 

should  be  reinstated  to 
discontinue  orders- 


SECTION  F 


INTEGRATED  PROGRESS  NOTES  (SF  509) 


STRONGLY 

STRONGLY 

AGREE 

AGREE 

DISAGREE  DISAGREE 

THE 

INTEGRATED  PROGRESS  NOTE  ..." 

1. 

Improves  communications  1 

concerning  the  patient  among 
all  health  care  providers. 

2 

3  4 

6 
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ill 


STRONGLY 

AGREE  AGREE  DISAGREE 


"THE  INTEGRATED  PROGRESS  NOTE  ..." 

2.  Has  encouraged  me  to  1 

be  more  thorough  In 
documentation. 

3.  Has  encouraged  me  to  be  1 

more  concise  in 
documentation. 

4.  Lessens  fragmenting  of  1 

information  in  the 

patient  record. 

5.  Lessens  the  amount  of  infor-  1 
mation  everyone  must  document. 

6.  Has  saved  me  time  in  docu-  1 

menting  (I  feel  I  don't  need 

to  repeat  information  previ¬ 
ously  documented  by  another 
health  care  provider  because 
it's  all  in  the  same  place). 

7.  Encourages  me  to  read  1 

other  care  providers' 

notes. 

8.  Should  be  used  at  all  1 

Army  hospitals. 

*★★*★**★★*★*★★*** 

9.  I  had  no  difficulty  1 

distinguishing  nursing 
notations  from  those  of 

other  disciplines. 

10.  Physicians  on  my  nursing  1 

unit  seemed  to  like  having 
narrative  nursing  comments 
integrated  with  other  patient 
care  documentation. 

11.  Other  health  care  profes-  1 

sionals  (e.g.,  physical 
therapist,  dietitian,  social 
worker,  etc)  seemed  to  like 
having  narrative  nursing 
comments  integrated  with 

other  patient  care  documentation. 


2 


2 


2 


2 

2 


2 


2 


2 


2 


2 


3 


3 


3 


3 

3 


3 


3 


3 


3 


3 


STRONGLY 

DISAGREE 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 
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12. 


1. 


STRONGLY  STRONGLY 

AGREE  AGREE  DISAGREE  DISAGREE 


Even  though  the  guidelines 
said  that  all  nursing  per¬ 
sonnel  were  authorized  to 
chart  on  the  progress  notes, 
there  were  some  exceptions 
to  this  policy  on  my  nursing 
unit. 


1 


SECTION  G 

“IN  MY  OPINION,  THE  BOTTOM  LINE  TO  EVERYTHING  WE 
HAVE  TESTED  IS  .  .  .”  (circle  ONE  code) 

CODE  #  1  =  the  system  should  be  Implemented  exactly  as  tested, 

2  =  we  should  go  back  to  the  "old”  way  and  not  use 

any  of  the  tested  elements. 

3  -  the  system  should  be  Implemented  with  some 

modifications  (please  specify  below). 


a.  General  Comments: 


b.  DA  Form  3888-2  Test: 


c.  DA  Form  3888-3  Test: 


DA  Form  3888-4  Test: 


DA  Form  3888-5  Test: 


f.  DA  Form  4256-1  Test: 


fl) 


(i:: 


(::■; 


(i07-i::; 

(iii-ii-i^ 

(115-11:1 

(119-:;:' 

(123-::: 

(127-::: 
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g.  DA  Form  4256-2  Test: 


h.  DA  Form  4677-1  Test: 


i.  DA  Form  4678-1  Test: 


j.  Integrated  Progress  Notes: 


SECTION  H 
PROFESSIONAL  DATA 

This  section  concerns  your  professional  and  military  background. 
To  assist  us  in  analysis,  please  answer  each  item. 

1.  “MY  CURRENT  MOS/DUTY  DESCRIPTION  IS  .  .  ." 

(circle  ONE  code) 

MILITARY/CIVILIAN 

CODE  #  08  =  91A/Nurse's  Aide 

09  =  918 

10  =  91C/Practi cal  Nurse 

11  »  91F/Psychiatric  Technicians 

12  =  Other  (please  specify) _ 

2.  Are  you  a  Wardmaster?  (circle  ONE  code) 

CODE  #  1  =  YES 

2  =  NO 

3.  "MY  PRIMARY  INPATIENT  NURSING  UNIT  IS  .  .  ." 

(circle  ONE  code) 

CODE  #  1  *  Surgical  Unit 

2  =  Psychiatric  Unit 

3  *  Medical  Unit 

4  *  Combined  Medical/Surgical  Unit 

5  »  Pediatric  Unit 

6  =  Critical  Care  Unit  (all  ICUs) 

7  =  L&D,  NBN,  Ante/Post-Partum  Unit 

8  *  OR 

9  *  Other  (please  specify)  _ 


(131-134) 

(135-138) 

(139-142) 

(143-146) 


(147,148) 

(149) 

(150) 


9 
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4.  Number  of  years  worked  with  Army  Inpatient 
medical  records/documentaticn: 

(one  through  six  months,  enter  “00**,  _  _ 

seven  through  12  months,  enter  “01",  (two  digits) 

two  years,  enter  "02",  etc.) 


5.  If  there  are  any  comments  you  would  like  to  add  about  the 
information  requested  in  this  survey,  the  test  forms,  or  docu¬ 
mentation  in  general,  please  do  so  in  the  following  space. 

If  more  space  is  needed,  please  staple  your  responses  to  this 
questi onnai re. 

Thank  you  for  your  assistance! 


(154, 


{ 

{ 

( 

( 

( 


10 
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HSHN-H 


Case  #  3 

TFS’) 

DEPARTMENT  OF  THE  ARMY 

US  AIIMV  HSALTH  CANS  STUOiSt  AND  CLINICAL  INVESTIOAVICN  ACTIVITY 
FORT  SAM  HOUSTON.  TEXAS  TSOS 


23  June  1986 


Dear  Unit  Clerk: 

1.  For  the  past  several  months  you  have  been  testing  new  forms  and  con¬ 
cepts  of  nursing  documentation  as  part  of  the  Clinical  Nursing  Records 
Study.  The  study  was  designed  to  develop  a  less  cumbersome,  more 
integrated  and  satisfactory  alternative  documentation  system.  Your  enthu¬ 
siasm  and  willingness  to  be  an  integral  part  of  this  effort  has  been 
greatly  appreciated  by  the  investigators. 

2.  We  are  now  moving  into  the  the  evaluation  phase,  a  key  portion  of  which 
is  to  assess  your  satisfaction  with  the  test  forms  and  system  of  documen¬ 
tation.  You  are  asked  to  respond  to  the  following  questions  by  comparing 
the  items  you  "tested"  with  the  manner  in  which  you  documented  "before" 
the  test  forms.  Recall  that  the  test  forms  were  a  change  in  the  way  you 
"did  business,"  and  consequently,  it  took  time  to  learn  the  new  methods. 

As  you  answer,  reflect  on  how  you  feel  TODAY. 

3.  Your  comments  are  crucial  to  the  completion  of  this  study.  Changes  to 
guidelines  and  forms  design  will  be  based  upon  your  responses.  If  changes 
are  adapted  for  worldwide  use,  your  experience  and  comments  will  be  invalu¬ 
able  to  other  personnel.  Copies  of  the  final  report  will  be  provided  to 
test  site  chief  nurses. 

4.  Thank  you  in  advance  for  your  assistance  in  this  important  study. 

Sincerely, 

Martha  R.  Bell 
LTC,  ANC 

Principal  Investigator 
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CLINICAL  NURSING  RECORDS  STUDY 
SATISFACTION  SURVEY 


(W 


**★★*★****★*★★*  **★*★★★*★★**★#*★*★  **★★**★★**★★★★★*★ 

It  is  neither  the  intent,  nor  will  it  be  possible,  to  identify 
any  one  individual's  responses  in  the  final  report.  Do  not  place  your 
name  or  any  identifying  information  on  the  questionnaire.  The  control 
control  number  on  the  first  page  of  the  survey  (upper  right  hand 
corner)  is  to  enable  a  clerk  to  account  for  a  returned  copy.  The 
principal  investigator  will  receive  your  questionnaire  after  it  has 
been  returned  to  Fort  Sam  Houston  and  removed  from  the  envelope. 
Completion  of  the  questionnaire  will  be  considered  your  consent  to 
participate.  Should  you  desire  not  to  participate,  please  return  the 
uncompleted  questionnaire  in  the  provided  envelope  to  the  project 
officer  designated  at  your  medical  treatment  facility. 

★★★★★★★**★**★★★★★★★  *★*★*★★*★*★***★**  ***★★****★★★★★★★★*★ 

Unless  instructed  to  do  otherwise  in  the  following  sections,  please 
answer  all  questions  by  circling  the  numbered  response  that  most 
closely  reflects  your  opinion,  or  by  writing  in  the  information 
requested.  If  a  question  is  unanswered,  the  investigator  will  assume 
you  did  not  have  enough  experience  with  the  tested  documentation 
system  to  comment  on  that  particular  aspect.  You  will  be  provided  the 
oppportunity  to  make  written  comments  at  the  end  of  the  questionnaire. 
Do  not  write  entries  by  the  questions.  They  may  be  overlooked  during 
coding  procedures. 


SECTION  A 


"OVERALL,  WHEN  I  COMPARE  THE  OLD  SYSTEM  OF  DOCUMENTATION  WITH  THE  ONE 
WE  ARE  TESTING,  I  FEEL  THE  TEST  FORMS  AND  INTEGRATED  PROGRESS  NOTES  . 


1. 


Help  to  avoid  writing  the 
same  information  several 
different  places. 


2. 

3. 


Are  easier  to  use. 


4. 

5. 


Are  a  definite  improvement. 


Reduce  the  amount  of 
paperwork  I  have  to  do. 


STRONGLY 
AGREE  AGREE 


Should  have  been  a  more 
drastic  change  from  the 
old  system  of  documentation. 


1 


2 

2 


2 

2 


STRONGLY 
DISAGREE  DISAGREE 


3 

3 


3 

3 


4 

4 


4 

4 


DO  n::  use 

THIS  SPACE 


C) 


CD 

CD 


CD 

C:) 


1 
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SECTION  B 


(W 


NURSING  HISTORY  AND  ASSESSMENT  (DA  Form  3888-2  Test) 

NURSING  HISTORY  &’  ASSESSMENT  CONTINUATION  FORM  (DA  Form  3888-3  Test) 
NURSING  CARE  PLAN  (DA  Form  3888-4  Test) 

STRONGLY  STRONGLY 

AGREE  AGREE  DISAGREE  DISAGREE 

"ON  MY  NURSING  UNIT  ..." 


1.  The  block  for  patient's 
personal  articles  and 
valuables  Is  helpful. 


Most  nursing  hi  stories 
are  done  by  non-ftN/AHc 
personnel . 


3.  A1 1  nursing  assessments 
are  done  by  RNs  and  aNC: 


4.  We  often  use  the  history 
and  assessment  continua¬ 
tion  sheet. 


12  3  4 

12  3  4 

12  3  4 

12  3  4 


(19) 

(20) 

(21) 

(23) 


SECTION  C 

NURSING  DISCHARGE  SUMMARY  (DA  Form  3888-5) 

STRONGLY  STRONGLY 

AGREE  AGREE  DISAGREE  DISAGREE 

"OTHER  THAN  THE  PATIENT 
IDENTIFICATION  STAMP  ..." 

1.  I  have  completed  some  1234  (32) 

portions  of  the  nursing 

discharge  summary  for 
the  nurses. 

2.  The  entire  nursing  discharge  1234  (33) 

summary  is  completed  only  by 

an  RN/ANC  on  my  nursing  unit. 


2 
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SECTION  0 


{h 


DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  Form  4256-1  Test/DA  Form  4256-2  Test) 


STRONGLY 

AGREE 

AGREE 

DISAGREE 

STRONGLY 

DISAGREE 

We  frequently  use  the  buff 
copy  of  the  order  sheets 
on  my  nursing  unit. 

1 

2 

3 

4 

I  like  not  having  to  recopy 
some  single  action  orders 
onto  the  Therapeutic 
Documentation  Care  Plans. 

1 

2 

3 

4 

Having  doctor's  orders 
separated  onto  medication 
and  nonmedication  sheets 
has  caused  minimal 
difficulty  for  me. 

1 

2 

3 

4 

Doctor's  orders  should 

1 

2 

3 

4 

remain  separated  on  color- 
code'd  medication  and 
nonmedication  sheets. 


(40) 

(41) 


(60) 


(61) 


*** **★★★★****★** 


"IF  WE  WENT  BACK  TO  THE  'OLD' 

ORDER  SHEETS  (ALL  ORDERS  ON  ONE 
SHEET)  ..." 

5.  I  would  have  no  difficulty  1234  (65) 

Identifying  completed 

single  action  orders. 

6.  I  would  still  want  a  column  1234  (66) 

for  single  action  orders  to 

preclude  my  having  to  recopy 
them  onto  the  Therapeutic 
Documentation  Care  Plans. 


**★****★***★*★★ * 


SECTION  E 


THERAPEUTIC  DOCUMENTATION  CARE  PLANS,  MEDICATION  AND  NONMEDICATION 
(DA  Form  4677-1  Test;  DA  Form  4678-1  Test) 

STRONGLY  STRONGLY 

AGREE  AGREE  DISAGREE  DISAGREE 

“THE  'FOLDER'  TYPE  FORMAT  ..." 

1.  Is  an  Improvement.  1234 

2.  Should  be  kept  even  if  It  1  2  3  4 

cannot  be  overprinted  with 

orders. 

3.  Should  have  the  patient  1234 

identification  block  printed 

on  all  pages. 


4.  I  like  the  sturdier  paper  1234 

on  which  the  forms  are 

printed. 

5.  Having  separate  pages  1234 

for  recurring,  delayed, 

or  prn  action  orders 
is  helpful  to  me. 

6.  I  would  prefer  to  have  1234 

the  TDs  in  a  single  sheet 

format  (like  the  "old"  TDs) 
even  knowing  that  I  would 
have  less  room  for  writing. 

7.  If  a  single  sheet  format  1234 

were  be  used,  I  would 

prefer  a  medium  weight 
paper  (less  bulky  than 
the  tested  paper). 

8.  All  medication  and  non-  1234 

medication  forms  should 

remain  color-coded. 

9.  Yellow  highlighter  use  1234 

should  be  reinstated  to 

discontinue  orders. 


NOTE:  SECTION  F  NOT  USED. 


4 
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SECTION  G 

1.  "IN  MY  OPINION.  THE  BOTTOM  LINE  TO  EVERYTHING  WE 
HAVE  TESTED  IS  .  .  (circle  ONE  code) 

Code  #  1  *  The  system  should  be  Implemented  exactly  as  tested. 

2  *  We  should  go  back  to  the  "old"  way  and  not  use  any 

of  the  tested  elements. 

3  »  The  system  should  be  Implemented  with  some 

modifications  (please  specify  below). 

a.  General  Comments: 

b.  DA  Form  3888-2  Test: 

c.  DA  Form  3888-3  Test: 

d.  DA  Form  3888-4  Test: 

e.  DA  Form  3888-5  Test: 

f.  DA  Form  4256-1  Test: 

g.  DA  Form  4256-2  Test: 

h.  DA  Form  4677-1  Test: 

i.  DA  Form  4678-1  Test: 

j.  Integrated  Progress  Notes: 


(106) 

(107-110) 

(111-114) 

(115-118) 

(119-122) 

(123-126) 

(127-130) 

(131-134) 

(135-138) 

(139-142) 

(143-146) 


5 


1 
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SECTION  K 


DEMOGRAPHIC  DATA 

To  assist  us  In  analysis*  please  answer  each  Item. 

1.  "MY  PRIMARY  AREA  OF  ASSIGNMENT  IS  ON  A  .  . 

(circle  ONE  code) 

CODE  #  1  *  Surgical  Unit 

2  »  Psychiatric  Unit 

3  »  Medical  Unit 

4  *  Combined  Medical/Surgical  Unit 

5  *  Pediatric  Unit 

6  »  Critical  Care  Unit  (all  ICUs) 

7  »  L4D,  NBN,  Ante/Post-Partum  Unit 

9  =  Other  (please  specify)  _ 

2.  Number  of  years  worked  with  Army  Inpatient 
medical  records/documentation: 

(one  through  six  months,  enter  code  "00", 

seven  through  12  months,  enter  "01"  _ 

two  years,  enter  "02",  etc.)  (two  digits) 

3.  If  there  are  any  comments  you  would  like  to  add  about  the 
Information  requested  In  this  survey,  the  test  forms,  or  docu¬ 
mentation  In  general,  please  do  so  In  the  following  space. 

Thank  you  for  your  assistance! 
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Ul  Ui  u, 


Case  #  4 


HSHN-Z 


DEPARTMENT  OP  THE  ARMY 

US  ARMY  HEALTH  CAR!  STUDIIt  AND  CLINICAL  INVfITIQATION  ACTIVITY 
PORT  SAM  HOUSTON.  TEXAS  TSSM 


23  June  1986 


Dear  Colleague: 

1.  As  health  care  providers,  we  obviously  try  to  provide  the  highest 
quality  of  patient  care.  At  the  same  time,  the  requirements  to  document 
that  care  always  seem  to  be  increasing.  Our  nurse  colleagues  assume  a 
large  responsibility  in  meeting  these  documentation  requirements.  They, 
like  you,  are  very  concerned  about  the  amount  of  time  these  documentation 
efforts  take;  time  taken  away  from  direct  patient  care.  Therefore,  under 
the  Army  Study  Program,  this  command  has  been  conducting  a  study  to  develop 
a  more  integrated  and  satisfactory  alternative  documentation'  system,  while 
meeting  recognized  Army  and  OCAH  standards.  Portions  of  the  Clinical 
Nursing  Records  Study  have  directly  impacted  on  the  way  you  "do  business" 
by  testing  new  order  forms  and  integrated  concepts  of  documentation. 

2.  The  study  is  now  moving  into  the  evaluation  phase,  an  important  part  of 
which  is  assessing  satisfaction  with  the  tested  changes.  To  assist  the 
investigators  in  their  efforts,  please  take  a  few  minutes  to  answer  the 
attached  questions.  You  are  asked  to  respond  by  comparing  the  items  you 
"tested"  with  the  manner  in  which  you  previously  documented  patient  care. 
The  questionnaire  will  take  approximately  10  minutes  to  complete. 

3.  Your  comments  are  crucial  to  the  completion  of  this  study.  Changes  to 
guidelines  and  forms  design  will  be  made  based  upon  your  responses.  Thank 
you  for  your  assistance.  If  you  should  have  any  questions,  please  contact 
your  local  project  officer  through  the  Department  of  Nursing. 
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CLINICAL  NURSING  RECORDS  STUDY 
PROFESSIONAL  STAFF  SURVEY 

*****★*★**★*******★***★★***★★★*★*★★*★ 

It  is  neither  the  intent,  nor  will  it  be  possible,  to 
identify  any  one  individual's  responses  in  the  final  report. 
Do  not  place  your  name  or  any  identifying  information  on  the 
questionnaire.  The  control  number  on  the  first  page  of  the 
survey  (upper  right  hand  corner)  is  to  enable  a  clerk  to 
account  for  a  returned  copy.  The  principal  investigator  will 
receive  your  questionnaire  after  it  has  been  returned  to  Fort 
Sam  Houston  and  removed  from  the  envelope.  Completion  of  the 
questionnaire  will  be  considered  your  consent  to  participate. 
Should  you  desire  not  to  participate,  please  return  the 
uncompleted  questionnaire  in  the  provided  envelope  to  the 
project  officer  designated  at  your  medical  treatment  facility. 

***w*************  *****************  ****★*★★****★★★** 

Unless  instructed  to  do  otherwise  in  the  following  sections, 
please  answer  all  questions  by  circling  the  numbered  response 
that  most  closely  reflects  your  opinion,  or  by  writing  in  the 
information  requested.  If  a  question  is  unanswered,  the 
investigator  will  assume  you  did  not  have  enough  experience 
with  the  tested  documentation  system  to  comment  on  that 
particular  aspect. 
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SECTION  1 


(VAR  CODE  X) 


PROFESSIONAL  STAFF  USE  OF  NURSING  DOCUMENTATION  FORMS 

DURING  THE  TEST  PERIOD,  nursing  care  has  been  documented 
on  several  different  forms.  Among  these  are  the: 

Nursing  History  and  Assessment  (DA  Form  3888-2  TEST) 

Nursing  Care  Plan  (DA  Form  3888-4  TEST) 

Nursing  Discharge  Summary  (DA  Form  3888-5  TEST) 

Therapeutic  Documentation  Care  Plan,  Nonmedication  (DA  Form  4677-1 
TEST);  “green  sheet” 

Therapeutic  Documentation  Care  Plan,  Medication  (DA  Form  4678-1 
TEST);  “white  sheet" 

Progress  Notes  (SF  509) 

TPR  Graphic  (SF  511) 

1.  DURING  THE  TEST  PERIOD.  HOW  OFTEN  DID  YOU  U^  THE  FOLLOWING  FORMS 
TO  LEARN  ABOUT  NURSING  ACTIVITIES  AND  THE  PATIENT'S  CONDITION? 

FOR  EVERY  FOR  MOST  DO  NOT  USE 

PATIENT  PATIENTS  RARELY  NEVER  THIS  SPACE 

a.  Nursing  History  and  1234  (42) 

Assessment 

b.  Nursing  Care  Plan  1234  (43) 

c.  Nursing  Discharge  1234  (44) 

Summary 

d.  Therapeutic  Documen-  1234  (45) 

tatlon  Care  Plan, 

Nonmedication 
("green  sheet") 

e.  Therapeutic  Documen-  1234  (46) 

tatlon  Care  Plan, 

Medication 
("white  sheet") 

f.  TPR  Graphic  1234  (47) 

g.  Progress  Notes  1234  (48) 

h.  Other  (please  specify)  1234  (49) 


2.  DURING  THE  TEST  PERIOD,  THE  FORM  I  USED  MOST  OFTEN  TO 
REVIEW  NURSING  CARE  WAS: 

_  (50) 
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PRIOR  TO  THE  TEST  PERIOD,  all  the  previously  listed  forms  were  used 
to  document  nursing  care,  with  the  exception  of  the  Progress  Notes 
(SF  509).  Narrative  nursing  notations  were  recorded  on  the 
“Nursing  Notes"  form  (SF  510). 


3.  PRIOR  TO  THE  TEST  PERIOD.  HOW  OFTEN  HAD  YOU  USED  THE 
FOLLOWING  FORMS  TO  LEARN  ABOUT  NURSING  ACTIVITIES  AND 
THE  PATIENT'S  CONDITION  ? 


a.  Nursing  History  and 
Assessment 

b.  Nursing  Care  Plan 

c.  Nursing  Discharge 
Summary 

d.  Therapeutic  Documen¬ 
tation  Care  Plan, 
Nonmedication 
"green  sheet" 

e.  Therapeutic  Documen¬ 
tation  Care  Plan, 
Medication 

"white  sheet" 

f.  TPR  Graphic 

g.  Nursing  Notes 

h.  Other  (please 

sped  fy) 


FOR  EVERY  FOR  MOST 
PATIENT  PATIENTS  RARELY  NEVER 

12  3  4 


12  3  4 

12  3  4 


12  3  4 


12  3  4 


12  3  4 
12  3  4 
12  3  4 


(51) 

(52) 

(53) 

(54) 

(55) 


(56) 

(57) 

(58) 


4.  PRIOR  TO  THE  TEST  PERIOD,  THE  FORM  I  USED 
MOST  OFTEN  TO  REVIEW  NURSING  CARE  WAS: 


(59) 
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SECTION  2 


(VAR  CODE  D) 


DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  Form  4256-1  TEST;  DA  Form  4256-2  TEST) 

Two  separate*  but  color-coded  order  sheets  were  designed  to  allow 
easy  access  to  drug  orders* without  reviewing  all  other  orders  to 
provide  prompt  Identification  of  “STAT"  doses,  and  to  Improve 
tracking  of  drug/drug  and  drug/food  Interactions.  In  addition* 
the  test  sheets  provided  a  column  for  nurses  to  Indicate 
completed  single  action  orders  without  recopying  the  order  onto 
another  form.  Please  complete  the  following*  reflecting  your 


experience  with  these  forms. 

STRONGLY 

AGREE 

AGREE 

DISAGREE 

STRONGLY 

DISAGREE 

1.  Having  two  separate  order 
sheets  caused  minimal 
difficulties  for  me. 

1 

2 

3 

4 

(60) 

2.  Orders  should  continue  to 
remain  separated  on  color 
coded  medication  and 
nonmedication  sheets. 

1 

2 

3 

4 

(61) 

3.  Please  use  the  following  space  to  make  additional  comments  (62) 

as  necessary: 
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DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION  (continued) 
(DA  Form  4256-1  TEST;  DA  Form  4256-2  TEST) 


**★*★******★**★★**★******★★*★*******★**★******★**★★*****★****★★**★*** 


4.  "PRIOR  TO  THE  TEST  PERIOD,  if  unfamiliar  with  a  patient,  I  most 
often  determined  current  medlcatlon(s)  by  .  .  (circle  ONE  code) 

CODE  #  1  »  reviewing  all  the  doctor's  orders. 


2  =  reviewing  the  Therapeutic  Documentation  CarePlan, 

Medication  (“white  sheet"). 

3  »  asking  the  nurse. 

4  =  other  (please  specify)  _ 


(63) 


*★★**★********★★★★**★***★*★**★*******★*★***★★*★*********************★* 


5.  "DURING  THE  TEST  PERIOD,  after  the  separation  of  the  orders, 

if  unfamiliar  with  a  patient,  I  most  often  determined  current 
medication(s)  by  .  .  ."  (circle  ONE  code) 

CODE  #  1  =■  reviewing  the  medication  doctor's  order  sheet. 


2  =  reviewing  the  Therapeutic  Documentation  Care  Plan, 

Medication  ("white  sheet"). 

3  =  asking  the  nurse. 

4  =  other  (please  specify)  _ . 

*★*****★***************★★★★*★***★*★★★****★**★*********************★** 


(64) 
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SECTION  3 

INTEGRATED  PROGRESS  NOTES  (SF  509) 


(VAR  CODE  F 


The  term  "integrated  progress  notes"  refers  to  the  concept  of 
all  disciplines,  including  nursing,  documenting  the  patient's 
progress  in  one  section  of  the  medical  record,  rather  than  having 
a  separate  area  for  narrative  nursing  comments. 

STRONGLY  STRONGLY 

AGREE  AGREE  DISAGREE  DISAGREE 

"THE  INTEGRATED  PROGRESS  NOTE  ..." 

1.  Improves  communications  1234  (90) 

concerning  the  patient 

among  all  health  care 
providers. 

2.  Lessens  fragmented  infor-  12  3  4  (93) 

mation  in  the  patient  record. 

3.  ^Lessens  the  amount  of  in-  1234  (94) 

"^formation  everyone  must 

document. 

4.  Encourages  me  to  read  1234  (95) 

narrative  nursing  notes 

more  than  I  did  in  the  past. 

5.  Makes  it  easier  to  determine  1234  (96) 

what  is  happening  with  my 

patient. 

6.  Should  be  used  at  all  Army  12  34  (99) 

hospitals . 

***★★*★*★★*★**** 

7.  I  had  little  difficulty  1234  (100) 

identifying  who  wrote 

previous  narrative 
notations. 

8.  I  had  little  difficulty  1234  (101) 

identifying  nursing 

notati ons . 

9.  I  had  little  difficulty  1234  (102) 

locating  my  previous 

narrative  notations. 
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SECTION  4 


(VAR  CODE  H 


PROFESSIONAL  DATA 

To  assist  In  analysis,  please  answer  each  Item. 


1.  “MY  CORPS  AFFILIATION  IS  .  .  (circle  ONE  code) 


1  »  AMSC/cIvIllan  counterpart 

2  *  DC/cIvIllan  counterpart 

3  »  MC/cIvIllan  counterpart 

4  =  MSC/cIvIHan  counterpart 

5  »  WO/PA 

6  »  Other  (specify)  _ 

2.  Number  of  years  worked  with  Army  Inpatient 

medical  records/documentation.  _  _ 

(one  through  six  months,  enter  “00",  (two  digits) 

seven  through  12  months,  enter  "01", 
two  years,  enter  “02",  etc.) 

3.  If  there  are  any  comments  you  would  like  to  add  about  the 
Information  requested  In  this  survey,  the  test  forms,  or  documen 
tatlon  In  general,  please  do  so  In  the  following  space. 

Thank  you  for  your  assistance^ 


(153) 


(154,155) 


(156) 

(157) 

(158) 

(159) 

(160) 
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IHSTRUCTIOKS  FOR  DISTRISUTION  AND  RETURN  OF 
CLINICAL  NURSINa  RECORDS  STUDY  QUESTIONNAIRES: 


Casts  containing  tha  strially  numbtrtd  CNR  Study  quastionnaires  and 
anvalopas  (with  corrasponding  nuwbars)  for  distribution  at  your  facility 
ware  shippad  to  all  CNR  projact  officars  on  16  July.  Tha  following 
diractions  ara  mailad  to  you  to  allow  you  tima  to  sat  up  your  distribution 
and  ratriaval  systam.  Tina  constraints  placad  on  this  activity  allow 
minimal  tima  for  distribution  activitias,  so  you  will  need  to  be  organized 
and  ready  to  hand  out  questionnaires  whan  they  arrive. 

Enough  copies  have  bean  provided  for  each  participant  plus  some  extras 
for  bhose  who  might  misplace  theirs,  or  in  case  tha  original  estimate  was 
off.  Tha  first  digit  of  the  Casa  number  in  the  upper  right  hand  corner  of 
the  cover  letter  and  its  envelope  signifies  the  TYPE  CODE: 

1  =  Registered  Nurses  (civilian,  military,  contract) 

2  =  Paraprofessional  (civilian,  military) 

3  =  Ward  Clerks 

4  =  Other  Professional  Staff  (AMPC,  HC,  MSC  and  civilian 

counterparts 

The  second  digit  of  the  Case  number  is  the  test  SITE  CODE. 

The  last  three  digits  are  the  individual  case  number,  unique  to  each 
participant.  The  box  with  the  questionnaires  also  contains  a  piece  of 
paper  on  which  is  listed  the  beginning  and  ending  stamped  sequence  number 
for  each  questionnaire  type.  IF  YOU  NEED  TO  USE  ANY  OF  THE  UNNUMBERED 
QUESTIONNAIRES,  SELECT  THE  CORRECT  TYPE  (1,  2,  3,  or  4) ,  SITE  CODE,  AND 
NUMBER  FOLLOWING  IN  SEQUENCE  (5  digits  in  all). 

If  necessary,  select  someone  who  can  assist  with  the  logistics  of 
distribution  and  return.  However,  you  retain  ultimate  responsibility  for 
the  operation. 


««»««««»«««»««»»««»««»»««•««««««»«»««»»««»»«»»««« 


DISTRIBUTION 

1.  Write  down  all  the  instructions  you  and  your  assistant  will  be  giving 
to  each  individual  to  insure  consistency  as  you  distribute  questionnaires 
(a  sample  list  is  included  at  the  end  of  this  paper). 

2.  Draw  up  rosters  for  the  four  groups  of  participants,  checking  names  off 
as  you  have  handed  out  envelopes  containing  the  questionnaires.  Recommend 
that  all  questionnaires  be  handed  to  participants  by  either  yourself,  or 
your  designated  assistant.  Items  placed  in  mailboxes  have  a  tendency  to  be 
lost.  Remember,  you  are  ultimately  responsible  for  monitoring  the  return 
of  questionnaires  from  participants;  the  longer  it  takes  for  participants 
to  respond,  the  less  chance  you  have  of  getting  them  back.  (One 
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potfdibility  id  to  didtributo  th«  quedtionnaired  at  the  change  of  shift  with 
instpuctions  that  you  will  collect  them  at  the  end  of  the  shift.)  A  timely 
response  is  imperative.  If  some  personnel  are  unavailable  during  the  days 
you  have  to  distribute  and  collect  the  questionnaires,  but  will  be  back 
prior  to  the  date  you  must  mail  responses  to  Fort  Sam  Houston,  they  can  be 
given  a  questionnaire,  with  emphasis  on  prompt  return.  Otherwise,  begin 
your  distribution  on  or  about  22/23  July,  one  questionnaire  to  each 
participant,  requesting  return  within  2-3  days  (NLT  28  July). 

4.  Obtain  the  support  of  all  Department  Chiefs.  Ask  that  they  strongly 
and  vocally  solicit  each  individual's  participation.  Meetings  such  as 
professional  staff  conferences,  end  of  shift  reports,  etc.  could  be  used  as 
a  forum  to  hand  out  questionnaires  and  encourage  participation. 


RETURN  OF  QUESTIONNAIRES  TO  PROJECT  OFFICER 

1.  Instruct  all  participants  to  return  questionnaires  in  their  coded 
envelopes,  sealing  them  prior  to  return.  A  mechanism  must  be  set  up  to 
allow  you  to  identify  those  who  have  not  returned  their  questionnaires  by 
your  deadline  while  maintaining  the  anonymity  of  the  respondents  who  have 
returned  envelopes.  Some  possible  ways  are  a  detachable  name  slip  that 
respondents  can  drop  in  a  separate  container  when  they  return  the 
questionnaire,  or  perhaps  a  list  available  for  them  to  check  off  their 
name. 

2.  You  can  decide  where  and  how  you  would  like  the  questionnaires  returned 

to  you.  If  you  are  fairly  'mobile*  you  might  want  to  have  collection  points  on  each 
unit.  Several  points  will  probably  be  needed,  particularly  in  the  larger  facilities. 
Instruct  participants  on  the  return  system  set  up  for  each  of  them. 

3.  Make  your  best  effort  at  getting  all  questionnaires  back.  While  there 
are  instructions  for  completing  and  returning  questionnaires  contained  in 
each  participant's  booklet,  instruct  Individuals  who  opt  not  to  participate 
to  return  the  questionnaire  to  you  in  the  sealed  coded  envelope.  You  will 
not  have  access  to  the  questionnaire  once  it  is  sealed  in  its  envelope.  We 
at  FSH  will  not  be  able  to  identify  any  one  participant  at  any  test  site. 


RETURN  OF  QUESTIONNAIRES  TO  HEALTH  CARE  STUDIES 

1.  It  is  very  Important  that  you  report  to  us  the  exact  number  of  each 
TYPE  of  questionnaire  distributed;  the  return  rate  can  be  calculated  from 
the  returned  envelopes.  Pass  that  information  along  via  letter  to  LTC  Bell 
with  the  returned  surveys  NLT  1  August. 

2.  All  questionnaires  need  to  be  returned  to  Health  Care  Studies  NLT  1 
August.  Ma.Ulng  labels  are  attached  for  your  convenience.  On/about 
Monday,  28  July,  mall  all  questionnaires  returned  to  you  up  to  that  date. 


At  that  time  we  also  suggest  you  Issue  some  sort  of  plea  for  nonrespondents 
to  submit  their  questionnaires. 

3.  Mail  the  balance  of  the  responses,  and  any  unused  questionnaires,  NLT 
31  July.  Again,  time  constraints  for  coding  purposes,  etc,  will  not  afford 
us  additional  time  to  wait  on  late  submissions. 


SUGGESTED  PARTICIPANT  INSTRUCTION  LIST 

1.  'This  is  the  satisfaction  questionnaire  for  the  test  forms  study*  (or 
words  to  that  effect) 

2.  'Should  take  you  about _ to  complete.' 

RN:  approx  30  minutes 

Para:  approx  30  minutes 

WC:  approx  15  minutes 

Other  Prof  Staff:  approx  10  minutes 

3.  'The  directions  for  completing  the  survey  are  in  the  booklet.' 

4.  Repeat  the  retrieval  mechanism  you  have  set  up  at  your  hospital.  Emphasize  the 
DEADLINE. 

5.  'Seal  the  envelope  before  returning  to  project  officer.' 

6.  'Those  choosing  not  to  participate. . .return  blank  questionnaire  in 
sealed  envelope.* 

7.  If  the  need  arises,  where  and  how  they  can  contact  the  project 
of  f icer /assistant . 

8.  'Results  of  the  study  will  be  disseminated  to  all  facilities.'  Thank 
them  for  their  support  and  assistance. 


Everyone  who  has  worked  on  this  project  is  committed  to  its 
importance,  as  are  the  leaders  of  the  Army  Nurse  Corps.  Unless 
participants  are  willing  to  share  their  perceptions  and  experiences  with 
the  test  forms,  even  changes  that  are  possible  may  not  be  made. 

We  are  also  highly  committed  to  dissemination  of  the  study  findings. 
A  copy  of  the  summary  data  will  be  provided  to  each  of  your  facilities  at 
the  completion  of  the  project. 


If  there  are  any  questions  please  contact  either: 

LTC  Martha  Bell  AV  471-4880/5880  (Optimis  Account  'MBELL') 
Pat  Twist  AV  471-5671/3331 


GOOD  LUCK I 
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APPENDIX  I 

CNR  Study  Test  Site  Personnel  Survey  Responses 

All  Sites 


Table  1 


CLINICAL  NURSING  RECORDS  STUDY 
TYPE  OF  RESPONDENT 


'.I'AL.itD  CUM 


VALUE  LABEL 

VALUE 

FREQUENCY 

FTRCENT 

PERCENT 

r-i:;:Rcr.Ni 

RNS 

1 

31(f) 

37.4 

37.4 

37.4 

PARA 

*• 

266 

31  .4 

31 . 4 

63.  B 

WARD  CLERK 

3 

35 

4.1 

4.1 

72.9 

PROFESSIONAL 

4 

22*? 

27 . 1 

27.1 

100.0 

TOTAL 

B46 

100.0 

100.0 

VALID  CASEi-  £W6  MISSING  CA^'ES  0 


Table  2 

CLINICAL  NURSING  RECORDS  STUDY 
TEST  SITES 


VALID 

CUM 

VALUE  LABEL 

VALUE 

FREPUENCY 

PERCENT 

PERCENT 

pERCErcr 

0 

1 

.1 

.1 

.1 

CAMPBELL 

1 

133 

15.7 

15.7 

15. B 

FITZIMONS 

398 

47.0 

47.0 

62.9 

JACKSON 

3 

170 

20.1 

20 . 1 

83.0 

POLK 

4 

144 

17.0 

17.0 

100.0 

TOTAL 

846 

100.0 

100.0 

VALID  CASES  8A6  MISSING  CASES  0 
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Table  3 

CLINICAL  NURSING  RECORDS  STUDY 

"COMPARED  TO  THE  OLD  SYSTEM.  I  FEEL  THE  TEST  FORMS  SAVE 
NURSING  DOCUMENTATION  TIME"  BY  TYPE  OF  PROVIDER 


TYK 

CCtNT  I 


IRNS 

I 

I 

11 

PAM 

21 

ROW 

TOTAL 

*  •  ▼ 

••4 

1 

1 

1 

97 

I 

248 

STPCt.&LV 

AGREE 

1 

I 

1 

44.5 

♦  - 

•  4 

»-4 

2 

I 

123 

1 

123 

I 

246 

AtRf  f 

I 

I 

I 

44.2 

4  • 

-4 

••4 

3 

I 

2C 

I 

2  b 

I 

48 

CISAtREE 

1 

I 

1 

e.6 

+  - 

-4 

-4 

1 

1C 

I 

5 

I 

15 

STRONGLY 

O'lSAGRL 

I 

I 

I 

2.7 

•4- 

-4 

CGLUHN 

304 

253 

557 

TOTAL 

*6 

45.4 

100. G 

MiJeEF  IF  MISSING  OBSERVATIONS  = 


289 


Table  4 


CLINICAL  NURSING  RECORDS  STUDY 


"COMPARED  TO  THE  OLD  SYSTEM.  I  FEEL  THE  TEST  FORMS 
HELP  AVOID  WRITING  SAME  INFORMATION  SEVERAL 
PLACES"  BY  TYPE  OF  PROVIDER 


TYPE 

CLINT  I 

IRNS  MfA  k.AR(j 

J  CLERK 


f 

1 

11 

21 

- 

1 

1 

147 

I 

lt6 

I 

1 1 

STHGKGLY 

AGKt£ 

I 

4 

1 

I 

2 

I 

123 

I 

119 

1 

16 

AGREf 

1 

4  « 

1 

I 

3 

I 

17 

I 

25 

I 

(L 

L'ISAGREt 

I 

4«» 

I 

I 

4 

I 

lb 

I 

3 

I 

1 

STRONG  LY 

01  SACK  1 

I 

4« 

I 

I 

COLUMN 

ijZ 

253 

33 

TOTAL 

51.4 

43.0 

5,6 

RUW 

TOTAL 


264 

44.9 

2bb 

43.9 

47 

8.0 

19 

3.2 

5fc6 

100. u 


^L^.lEH  CF  HISSING  ObSERVATiLNI  = 


1-4 


Table  5 


CLINICAL  NURSING  RECORDS  STUDY 


"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
IMPROVE  COMMUNICATIONS  ABOUT  THE  PATIENT  AMONG 
NURSING  PERSONNEL"  BY  TYPE  OF  PROVIDER 


TYPE 

COtNT  I 


A  U 

IRNS 

I 

I 

PARA 

11 

21 

ROW 

TOTAL 

1 

I 

71 

I 

55 

I 

126 

STRONGLY 

AGREE 

I 

I 

1 

22.7 

♦  - 

»  mm mmm 

'•»4‘ 

••4 

2 

I 

168 

I 

146 

I 

314 

AGREE 

I 

I 

I 

56.5 

4- 

•-4' 

--4 

3 

I 

53 

I 

43 

I 

96 

DISAGREE 

I 

I 

I 

17.3 

4- 

.-4 

--4 

I 

12 

I 

8 

1 

2C 

STFCNCLY 

DISAGRE 

I 

I 

I 

3.6 

4- 

.-4 

--4 

COLUMN 

252 

556 

TOTAL 

5<t,7 

45.3 

ICO.G 

NtPtER  OF  MISSING  OBStKVATICNS  =  29C 


1-5 


5 


Table  6 

CLINICAL  NURSING  RECORDS  STUDY 

"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS  IMPROVE 
COMMUNICATIONS  ABOUT  THE  PATIENT  BETWEEN  NURSING  AND  OTHER 
HEALTH  CARE  PROFESSIONALS"  BY  TYPE  OF  PROVIDER 


TYPL 

CLiLNT  I 

IFNS  fAM  P.LW 


I 

1 

11 

21 

TCTAL 

1 

I 

79 

I 

59 

I 

13fc 

STRLNCLY 

AGREE 

I 

I 

I 

24.^ 

’-4 

2 

I 

IZ't 

I 

139 

1 

294 

ACKLE 

I 

I 

I 

52.  fc 

♦  - 

-4- 

►•‘4 

3 

I 

55 

I 

1  . 

I 

1C5 

01SAIP.EE 

I 

I 

1 

IB. 9 

-4._ 

A 

I 

15 

I 

5 

I 

20 

STPCjKCLY 

DISAGRL 

I 

I 

I 

3.6 

♦  - 

-  +  - 

•-4 

COLUMP 

3G<» 

253 

55  7 

TOTAL 

<t5.A 

100.0 

KUhbEP  GF  MISSING  GbSFRVATILNS  =  2f:9 


1-6 


Table  7 


CLINICAL  NURSING  RECORDS  STUDY 

"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
ENCOURAGE  ME  TO  USE  THE  NURSING  PROCESS" 

BY  TYPE  OF  PROVIDER 


TYPu 

CLLNT  I 

IRNS  FDR 


I 

TOTAL 

1 

ll 

1 

I 

66 

I 

66 

STRONGLY 

AGREE 

1 

I 

22.0 

♦  - 

-+ 

2 

I 

15A 

I 

ISA 

AOFEf 

I 

I 

SI. 3 

4- 

-♦ 

3 

1 

71 

1 

71 

OISAGREE 

I 

I 

23.7 

I 

9 

I 

9 

STRCNGLY 

OISAGRE 

I 

I 

J.C 

COLUMN 

30C 

3Ct 

TOTAL 

100.0 

ICO.C 

MJRPEF  [;P  MISSING  OBSERVATIONS  = 


I 

I 


Table  8 


CLINICAL  NURSING  RECORDS  STUDY 

"COMPARED  TO  THE  OLD  SYSTEM.  I  FEEL  THE  TEST  FORMS 
ARE  EASIER  TO  USE"  BY  TYPE  OF  PROVIDER 


TY^‘L 

COUNT  I 

IkKS  f-AfA  KAFL  KOk 


At 

I 

I 

11 

CLEKK 

:i 

31 

TOTAL 

■ 

1 

I 

1  Jt 

I 

I 

6 

I 

202 

STFXFCLY 

AC  Kl  L 

1 

I 

1 

I 

3A.2 

4  - 

■  -4- 

.-4-. 

•-4 

n 

C 

I 

1 1>  l> 

I 

137 

I 

2  1 

I 

31b 

AGP  El 

I 

1 

I 

1 

b3.3 

4- 

..4-- 

'-4 

3 

I 

'.yb 

I 

it 

I 

-> 

A. 

I 

t3 

LISAfFtt 

I 

1 

1 

I 

10.7 

4- 

>-4- 

'-4-- 

--4 

A 

I 

1 

I 

1 

I 

3 

I 

11 

STKLFCLY 

LISAGF  E 

I 

1 

I 

I 

1.9 

4» 

-4- 

COLUMN 

3  JO 

2bZ 

33 

591 

TOTAL 

bl  ,H 

*•2.6 

b.b 

100.0 

NUKFEP  IF  MISSING  OaSLRVATICNS  = 


1-8 


Table  9 


CLINICAL  NURSING  RECORDS  STUDY 

“COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  TliE  TEST  FORMS  SHOULD 
HAVE  BEEN  A  MORE  DRASTIC  CHANGE'  BY  TYPE  OF  PROVIDER 


TYPc 

COUNT  I 


4  *7 

IKNS 

I 

I 

PARA 

11 

WARD 

CLERK 

21 

31 

ROW 

TOTAL 

A  f  mmmm.mmm. 

1 

I 

19 

I 

18 

I 

2 

I 

39 

STRONGLY  AGREE 

1 

1 

I 

I 

6,9 

■f 

..4... 

»mm  mm 

>.4 

2 

I 

57 

I 

70 

I 

10 

I 

137 

AGREE 

I 

I 

1 

I 

24,2 

•f 

mm  mm 

•-+ 

3 

I 

177 

I 

lAl 

I 

19 

I 

337 

DISAGREE 

I 

I 

I 

I 

59,5 

+ 

...... 

..4... 

..... 

—  ♦ 

I 

38 

I 

H 

1 

1 

I 

53 

STRONGLY  DISAGRL 

I 

I 

I 

1 

9.4 

♦ 

COLUMN 

291 

2‘»3 

32 

566 

TOTAL 

51  .<» 

‘»2.9 

5.7 

100.0 

NtNfcEF.  OF  MISSING 

OB 

SERVATUNS 

s 

2ec 

1-9 


Table  10 


CLINICAL  NURSING  RECORDS  STUOY 

"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
ARE  A  DEFINITE  IMPROVEMENT"  BY  TYPE  OF  PROVIDER 


At 

CUtNT 

TYPE 

I 

IRKS 

I 

I 

PAFA 

11 

WARD 

CLERK 

21 

31 

ROW 

TOTAL 

'  •  ▼ 

1 

I 

1.3 

I 

69 

I  1C 

I 

162 

STRLFGLY 

AGREE 

I 

I 

1 

I 

30.8 

4< 

■«4> 

•-4 

2 

I 

lot 

1 

1S>4 

I  It. 

I 

338 

AtPFf 

I 

I 

I 

1 

87,2 

4- 

•-4 

•-4-----  - 

>-4 

3 

1 

27 

I 

ic 

1  t 

1 

ei 

ClSAfPtE 

I 

1 

1 

I 

10.3 

4< 

-4 

'-4 

4 

I 

b 

I 

C 

I 

1 

lO 

STKrC  LY 

DISAGP.  E 

I 

I 

I 

I 

1.7 

4 

•-4 

•-4 

COLUM^ 

3G4 

2S3 

34 

891 

TOTAL 

fjl.4 

42.6 

100. f 

K'LFfctR  LiF  KISSING  DBSeKVATIC'NS  = 


1-10 


Table  11 


CLINICAL  NURSING  RECORDS  STUDY 

"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
PROVIDE  ME  A  BETTER  PICTURE  OF  WHAT  IS  HAPPENING 
TO  THE  PATIENT"  BY  TYPE  OF  PROVIDER 


TYPE 


A  C 

COUNT 

I 

IRNS 

1 

i 

PARA 

11 

21 

FOR 

TOTAL 

A7 

1 

I  58 

I  51 

I 

109 

SIRr.KGLY 

AGREE 

I 

I 

I 

19.7 

2 

4....... 

1  173 

1  15<» 

I 

32  7 

AGREE 

I 

I 

I 

59. C 

3 

4....... 

1  65 

I  44 

..4 

I 

109 

disagree 

I 

I 

I 

19.7 

4. ....... 4....... .4 


4  1  6  1  3  1 

STRL^CLY  DISAGRt  I  1  II. 

4. ....... 4.. ...... 4 

COLUME.  302  252  554 

TtTAl  54.5  <15.5  ICO.O 

NUMLtF  bf  MISSING  0BSERVATIDN5  =  292 


1-11 


o-  \0 


Table  12 


CLINICAL  NURSING  RECORDS  STUDY 

"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
REDUCE  THE  AMOUNT  OF  PAPERWORK  I  HAVE  TO  DO" 

BY  TYPE  OF  PROVIDER 


TYPL 

CGt'NT  I 

IRM  ^-A^A  WARl;  RU'»« 


A  1  ^ 

1 

I 

11 

tLT 

21 

KK 

31 

TOTAL 

A  1  V 

*■**'*'* 

1 

1 

112 

I 

91 

I 

1*2 

1 

213 

STRCF.GLY 

AGREE 

I 

I 

1 

1 

36,2 

♦  - 

►  m4‘m. 

M  •  ••  « 

•-4 

2 

I 

122 

1 

99 

I 

11 

I 

232 

Atktt 

I 

I 

1 

1 

39.5 

+  - 

.-4... 

-4 

3 

1 

t)l 

I 

b  3 

I 

10 

I 

in 

L’ I  SACK  EE 

I 

I 

I 

I 

19. A 

-4  - 

..4... 

■*4 

<• 

I 

19 

I 

t 

1 

2 

I 

29 

STRCNCLY 

DISAGKE 

1 

I 

I 

I 

4.9 

♦  - 

>  -4  - 

..4. 

►-4 

ttiLUMN 

30  A 

2tl 

■3 

583 

TCTAL 

M.7 

A2.7 

b*b 

100.0 

M'RtEk  CF  hlSSINO  llBSt  RVATILNi  = 


1-12 


Table  13 


CLINICAL  NURSING  RECORDS  STUDY 

"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
HAVE  IMPROVED  THE  QUALITY  OF  DOCUMENTATION  ON 
MY  NURSING  UNIT"  BY  TYPE  OF  PROVIDER 


TYPE 

CUtNT  I 

IRNS  PAFA  RON 


All 

I 

I 

11 

21 

TOTAL 

All 

1 

I 

62 

I 

67 

I 

119 

STFChGLY 

AGREE 

I 

I 

I 

21. e 

♦  - 

*•4 

2 

1 

149 

I 

136 

I 

264 

ACFfcl 

I 

I 

I 

51.9 

-4- 

•-4 

3 

I 

76 

I 

47 

I 

122 

DISACFEE 

I 

I 

I 

22.3 

-4- 

.-+ 

I 

U 

I 

11 

I 

22 

STRCFCLY 

OISAGRE 

I 

I 

I 

4.0 

4- 

••4» 

COLUMN 

297 

25C 

547 

TCTAL 

64.3 

46.7 

lOC.C 

NtPFLR  liF  MISSING  OBSERVATIONS  =  299 


1-13 


Table  14 

CLINICAL  NURSING  RECORDS  STUDY 

"THE  NUMBER  OF  NURSING  HISTORY  QUESTIONS  IS  ADEQUATE" 
BY  TYPE  OF  PROVIDER 


TY^u 

CUU.4T  1 

lKf;S  FAM  HUW 


£  1 

I 

I 

11 

2\ 

miAi 

1 1 

1 

I 

12 

I 

AC 

I 

112 

S7FL-f.C-LY 

ACFLt 

I 

I 

1 

21.5 

♦  - 

•-+- 

Z 

I 

\b9 

I 

If  A 

I 

32  3 

AtFEF 

I 

1 

1 

62.1 

♦  - 

••4- 

•-4 

3 

I 

At 

I 

?A 

I 

79 

LISACFLL 

I 

I 

1 

It  .2 

+  - 

•-■f- 

•-4 

1 

u 

I 

1 

I 

fc 

nPLNGLY 

DISAGRE 

I 

I 

I 

1.2 

♦  - 

'-4 

COLUMN 

2bl 

Z39 

5  20 

TCTAL 

t  A  .0 

At 

ICI  .C 

MKEF.  LF  KISSING  DbSEKV  Al  I  LN'S  =  3EG 


Table  IS 


CLINICAL  NURSING  RECORDS  STUDY 

"THE  CONTENT  OF  THE  NURSING  HISTORY  QUESTIONS  IS  AS  THOROUGH 
AS  I  NEED  THEM  TO  BE"  BY  TYPE  OF  PROVIDER 


TYPE 

COLNT  1 

IRKS  FAM  ROF 


I 

I 

11 

21 

TOTAL 

bic 

1 

I 

E.7 

I 

31 

1 

ee 

STRONGLY  AGREE 

1 

I 

1 

17.0 

+• 

>-4 

2 

I 

lt>6 

I 

15E 

1 

314 

AIEEE 

I 

I 

1 

6C.6 

4 

•  *4 

3 

I 

t.2 

1 

44 

I 

IC6 

DlSAtFLt 

I 

I 

I 

2C'.5 

4 

►  *4  •  - 

•-4 

4 

I 

7 

I 

3 

I 

1C 

STPLNGLY  riSAGKL 

I 

I 

I 

1.9 

4 

•-4 

COLUMN 

2d2 

236 

518 

TCTAl 

b'»  *4 

45.6 

ico.c 

NIFELF  CF  MISSING 

OB 

SERVATIONS 

s 

32fc 

1-15 


Table  16 


CLINICAL  NURSING  RECORDS  STUDY 

"ON  MY  NURSING  UNIT  THE  BLOCK  FOR  PATIENT'S  PERSONAL 
ARTICLES  AND  VALUABLES  IS  HELPFUL" 

BY  TYPE  OF  PROVIDER 


lYPt 

CCL.^T  1 

IkNS  WAkD  RUW 


I 

I 

CLERK 

21 

31 

TOTAL 

1 

I 

<♦<( 

I 

i 

t 

1 

94 

S1FC*^GLY 

ACKl  c 

I 

1 

t 

i 

I 

17. i 

') 

A. 

1 

HI 

I 

I 

It' 

1 

294 

ACRLC 

1 

i 

1 

I 

6  3 .9 

3 

I 

1 

I 

7 

I 

131 

UISACktt 

1 

I 

1 

1 

23.5 

<1 

I 

I 

9 

I 

2 

I 

31 

SIFL'MLY 

I'lSAGF  1 

1 

I 

I 

I 

6.6 

COLUMN 

2  79 

^<(1 

30 

550 

TlTAl 

9^.6 

t  1. 

.  t  * 

100.0 

MFIEF  Lf  MISSING  UbSLRVAlILNS  =  TSC 


1-16 


Table  17 


CLINICAL  NURSING  RECORDS  STUDY 

'*0N  MY  NURSING  UNIT  MOST  NURSING  HISTORIES  ARE 
DONE  BY  NON>RN/ANC  PERSONNEL." 


COLNT 

TYPE 

I 

IRNS 

I 

I 

FAKA 

11 

WARD 

CLERK 

a  r 

1 

1 

3t 

1 

43 

1  9 

STPLNGLY  AC-KEE 

I 

4  • 

1 

I 

2 

I 

7? 

I 

6C 

I  12 

AtTEf 

I 

4  « 

I 

I 

3 

I 

1 

1 

K1 

1  7 

LlSACRtf. 

I 

4** 

I 

I 

4 

I 

66 

I 

24 

I 

STRCKGLY  DISAGKk 

I 

4  • 

I 

I 

COLUMN 

289 

248 

28 

'ITAL 

51.2 

43.9 

5.0 

MFKEP  LF  KISSING 

LBSEPVATILNS 

r 

2tl 

ROW 

TOTAL 


lb,9 

169 

29.9 

2iA 

37.9 

92 

16.3 

565 

100.0 


1-17 


Table  18 


CLINICAL  NURSING  RECORDS  STUDY 

"ON  MY  NURSING  UNIT  ^  NURSING  ASSESSMENTS  ARE 
DONE  BY  RNs  AND  ANCs"  BY  TYPE  OF  PROVIDER 


TYH(. 


I 


Ifvl  S 

LftF  A 

kARL 

ROK 

I 

LLf  KK 

TOTAL 

I 

i  I 

:i 

SI 

t  i 

1 

I  i  7C 

I 

VF 

1  12 

I 

2b{> 

ilhl  KlY 

A  6  F  r  c 

1 

I 

1 

I 

-4. 

------- 

-4 

k 

I 

I 

hO 

1  13 

1 

164 

/Iflf 

I 

1 

1 

1 

31. B 

-  +  < 

•-4------- 

--4 

3 

I  3V 

I 

11 

1  'l 

I 

116 

OlSAGFLfc 

I 

I 

I 

I 

20.4 

,-  + 

A 

1  ‘t 

1 

11 

I  1 

I 

16 

STRL^GLY 

LI  SACK t 

I 

1 

I 

I 

2.8 

4.... - 

.«4, 

..4..... 

--4 

CULUMN 

2  b  3 

30 

578 

TlTAt 

t>l.v 

L.2 

100.0 

MMEF  CE  MISSING  CBStRVATlLNS  =  i:6t 


1-18 


Table  19 


CLINICAL  NURSING  RECORDS  STUDY 

"ON  MY  NURSING  UNIT  AN  OVERPRINT  IS  USED  FOR 
THE  ASSESSMENT"  BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IKNS  RDF- 

I  TOTAL 

I  11 

B#  -—4  —  —  -—-4 

II  59  1  59 

STRONGLY  ACKtE  I  I 

4  — — >  — >4 

21  76  I  lb 

/(FIE  I  I  27,0 

4....... .4 

3  1  9<l  1  9^1 

LISAOREE  I  1  33.5 

4  — -4 
I  52  I  52 

STRONGLY  CISAGRE:  I  I  18.5 

4....... .4 

CULUM.  261  281 

TOTAL  100.0  UO.C 

flMFR  LE  PISSING  UGSEKVATIONS  =  565 


1-19 


Table  20 


CLINICAL  NURSING  RECORDS  STUDY 


"ON  MY  NURSING  UNIT  WE  OFTEN  USE  THE  HISTORY 
AND  ASSESSMENT  CONTINUATION  SHEET" 

BY  TYPE  OF  PROVIDER 


F7 


lYPL 

CLiUNT  I 

IKNS  J  Af  A 

I 

1  1  I 


1 

I 

37 

I 

2  A 

STRt  NGLY 

AOPt: 

1 

I 

4- 

•4- 

7 

I 

‘.»6 

I 

\77 

AC-F  LE 

I 

1 

4- 

-4- 

3 

I 

lc2 

I 

It 

LIS/CREE 

1 

I 

4- 

-4  - 

A 

I 

69 

I 

1C 

strcwgly 

LISAGPL 

I 

I 

4- 

-4-- 

CCLUMF 

28  A 

23A 

TOTAL 

51.7 

A? 

►  ARC 
CUkK 

.  1 

------- 

1 

1 


I  9 
1 


I  11 
I 


1  t 
I 

31 
!  .< 


31 

-  + 
1 
I 

-■f 

I 

I 

I 

I 

-•» 

1 

I 

-4 


ROW 

total 


11.7 

IF  7 
3^.1 

211 
38. A 

87 

15.8 

5A9 

100.0 


Mfltf  If  MISSING  C'fcbtFVATlUNS  =  2S7 


1-20 


Table  21 


CLINIC  NURSING  RECORDS  STUDY 

"OVERPRINTING  THE  ASSESSMENT  CATEGORIES  FROM  THE 
STANDARDS  OF  NURSING  PRACTICE  (DA  PAM  40-5) 

IS  HELPFUL  TO  ME"  BY  TYPE  OF  PROVIDER 


TYPL 

CGLNT  I 

IF.NS  ROk« 


I 

TOTAL 

I 

11 

«+- 

-♦ 

1 

1 

I 

VC 

STRONGLY 

AGREE 

I 

I 

35.4 

♦  - 

-4 

2 

I 

124 

1 

124 

Aff  1  t 

I 

I 

4b  .b 

. 

-4 

3 

I 

23 

I 

23 

r  ISAGREE 

I 

I 

9.1 

•-4 

I 

17 

I 

17 

SIRLNGL Y 

OISAGRL 

I 

I 

6.7 

+  - 

»-4 

COLUMN 

254 

254 

TOTAL 

1 00  •  0 

uo.c 

NtHff-  LF  MISSING  UHSERVATIDNS  =  592 


1-21 


Table  22 


CLINIC  NURSING  RECORDS  STUDY 

"OVERPRINTING  THE  ASSESSMENT  CATEGORIES  FROM  THE  STANDARDS 
OF  NURSING  PRACTICE  (DA  PAM  40-5)  HAS  INCREASED 
MY  USE  OF  THE  CATEGORIES"  BY  TYPE  OF  PROVIDER 


TYh. 

COUNT  i 

IKM  t.L;W 

1  UT/.L 

1  II 

- ♦ - + 

11  71  I  VI 

ilKNOlY  ACKLL  1  I 

♦  - - ♦ 

2  1  wc  I  IVJ 

ACftE  I  I  ‘.c.b 

♦  —  - - -  -  + 

31  41  1  41 

1.  lS/CF[t  I  1  it). 4 

4  1  It  I  It 

ilKirOlY  LlSAiiKl  I  I  b.A 

4 - ---4 

CULUML 

TOTAL  K'v.U  1'.  C.u 


hlMEK  31  MISSING  l;L  Si:  KVAT 1  Lir;  =  SV6 


1-22 


Table  23 


CLINIC  NURSING  RECORDS  STUDY 


"OVERPRINTING  THE  ASSESSMENT  CATEGORIES  FROM  THE 
STANDARDS  OF  NURSING  PRACTICE  (DA  PAM  40-5) 
SHOULD  BE  CONTINUED"  BY  TYPE  OF  PROVIDER 


TYPh 

CLLNT  I 

IRKS  FOR 


1 

tltal 

I 

11 

eic 

-4 

1 

1 

I 

9<i 

S7FLRGLY 

AGREE 

I 

I 

3a.  1 

4- 

--4 

Z 

I 

122 

1 

122 

A(FLf 

1 

1 

49.4 

4  * 

►-4 

3 

I 

19 

I 

19 

r ISACFEF 

I 

I 

7.7 

4- 

•-4 

<* 

I 

12 

1 

12 

iTFLNGLY 

OISAGRf 

I 

I 

4.9 

4- 

•-4 

COLUMN 

2A7 

247 

TOTAL 

ICO.C 

ICC.O 

NLKtEf-  Cf  MISSING  OBSERVATICM  =  599 


1-23 


Table  24 


CLINICAL  NURSING  RECORDS  STUDY 


“I  LIKE  THE  IDEA  OF  THE  NURSING  HISTORY  AND  ASSESSMENT, 
IF  COMPLETED  ON  ADMISSION,  SERVING  AS  THE  ADMISSION 
NURSING  NOTE"  BY  TYPE  OF  PROVIDER 


TYPc 

COUNT  1 

IkNS  FUk 


I 

TOTAL 

I 

11 

Ml 

•4- 

-4 

1 

I 

2iC 

I 

2K> 

STPLFGLY 

AGREE 

1 

1 

71.9 

4- 

•-4 

2 

1 

73 

1 

73 

ACFfE 

I 

1 

2  3  ♦  w 

4- 

■-4 

3 

I 

6 

i 

6 

I'lLACF  t£ 

I 

I 

2.1 

4- 

4 

i 

3 

I 

3 

MFC  r  CL  Y 

OISACRF 

I 

I 

1  .V. 

4- 

tCLUMk 

292 

292 

TOTAL 

ICC  .C 

MhttF  OF  PISSING  OBSLkVATUNS  = 


1-24 


Table  25 


CLINICAL  NURSING  RECORDS  STUDY 

"OVERPRINTING  THE  NURSING  DIAGNOSES  ONTO  THE  CARE  PLAN 
IS  HELPFUL  TO  ME"  BY  TYPE  OF  PROVIDER 


lYPE 

COUNT  1 

IKNS  FOk 


I 

TLT/L 

I 

11 

P12 

>•»- 

1 

I 

131 

I 

131 

STRONGLY 

AGRte 

I 

I 

47.3 

-  + 

2 

I 

114 

I 

114 

ACFF  L 

I 

I 

41,2 

♦  - 

-4 

3 

1 

23 

I 

23 

1.  IS^CREL 

1 

1 

b.3 

-4 

4 

I 

9 

1 

9 

STRONGLY 

ClSAGRt 

I 

I 

3,2 

'-4 

COLUMN 

277 

277 

TOTAL 

IvO.U 

ICO.O 

NLPt’FF  IF  P.ISSING  CESERVATICNS  =  i>69 


1-25 


Table  26 


CLINICAL  NURSING  RECORDS  STUDY 

"OVERPRINTING  THE  NURSING  DIAGNOSES  ONTO  THE  CARE  PLAN  HAS 
INCREASED  MY  USE  OF  THE  DIAGNOSES"  BY  TYPE  OF  PROVIDER 


TYP£ 

CCUNT  1 

IRNS  FGW 

1  tltal 

I  II 

fl3  . . . ♦ 

II  113  I  113 

blFLKGLY  ACRLt  1  1 

+ - + 

2  1  lib  I  lif. 

/cPtr  1  1  12, b 

31  33  1  53 

LISACRLE  I  I  12.2 

A  I  9  1  9 

31FC:»GLY  DISA6PL  1  I  3.3 

COLUMfv  ^7C  27C 

TC'TAL  ICO.C  ICC'.C 

NLPMf  CF  KISSING  UBSePVATIlNS  =  576 


1-26 


Table  27 


CLINICAL  NURSING  RECORDS  STUDY 

"OVERPRINTING  THE  NURSING  DIAGNOSES  ONTO  THE  CARE  PLAN 
SHOULD  BE  CONTINUED"  BY  TYPE  OF  PROVIDER 


TYFc 

CGLNT  1 

IRNS 


I 

TCTAL 

I 

11 

bl4 

•4 

1 

1 

132 

I 

132 

STRCKGLY 

AGREE 

1 

I 

47.7 

•-4 

2 

I 

117 

I 

117 

A(F.EE 

I 

1 

42.2 

4* 

3 

I 

17 

1 

17 

L'lSAGKEL 

I 

I 

C.l 

4* 

•-4 

I 

11 

I 

11 

iTkl f Gl Y 

UISAGkt 

I 

I 

4.C 

4- 

-4 

COLUMN 

277 

277 

TOTAL 

100. c 

KC.C 

NUPLER  CF  MISSING  OUSE RVATILNS  =  569 


1-27 


r 


Table  28 

CLINICAL  NURSING  RECORDS  STUDY 

"I  READ  THE  NURSING  CARE  PLAN  TO  LEARN  THE  OVERALL 
GOALS  FOR  THE  PATIENT"  BY  TYPE  OF  PROVIDER 


TYIL 


COUNT 

I 

1PAR4 

KJF 

1 

Tll/L 

I 

21 

LU 

1 

I  'r:2 

I 

t  ? 

MLl  HI  Y 

AGkL  £ 

I 

I 

2-. 6 

4 - -  - 

•  -♦ 

I  165 

I 

165 

/l-Ptf 

I 

1 

66 » 0 

>“  + 

I  £7 

1 

27 

1  ISACPLE 

I 

I 

4....... 

•-4 

4 

I  6 

I 

6 

SIPLHLY 

DISAGRL 

I 

I 

2,4 

4........ 

•  -4 

COLUMN 

26C 

2*=.  C 

TOTAL 

il;.u 

1  c  ' 

NLMLF  DF  MISSING  ObSlFVATlLNS  =  59t 


1-23 


Table  29 


CLINICAL  NURSING  RECORDS  STUDY 

“OTHER  THAN  THE  PATIENT  IDENTIFICATION  STAMP,  I  HAVE 
COMPLETED  SOME  PORTIONS  OF  THE  NURSING  DISCHARGE 
SUMMARY  FOR  THE  NURSES"  BY  TYPE  OF  PROVIDER 


TYPE 

ClitNT  1 


t  \  —  ^  ^  ^  ^ 

1 

1 

CLIRK 

21 

31 

TOTAL 

1 

I 

42 

1 

4 

I 

46 

STKKGLY  AGREE 

I 

I 

I 

16.8 

♦  - 

...... 

•-+ 

2 

I 

92 

I 

I'J 

1 

1C2 

AGREE 

I 

I 

I 

37.4 

4- 

»  •>  if  «v  ■ 

...... 

3 

I 

87 

I 

11 

I 

96 

LISACREt 

I 

I 

I 

35.9 

r  ^  « 

•— » 

<» 

I 

21 

I 

6 

I 

27 

STRONGLY  DISAGRE 

I 

I 

I 

9.9 

--4 

tLlUMN 

242 

rl 

273 

total 

68  .6 

11.4 

icc.c 

N'LNEEE  DF  MISSING 

UbSERVATIONS 

bl 

3 

1-29 


Table  30 


CLINICAL  NURSING  RECORDS  STUDY 


"OTHER  THAN  THE  PATIENT  IDENTIFICATION  STAMP,  THE  ENTIRE 
NURSING  DISCHARGE  SUMMARY  IS  COMPLETED  ONLY  BY  AN 
RN/ANC  ON  MY  NURSING  UNIT"  BY  TYPE  OF  PROVIDER 


TYPL 

CLtNT  I 

IPAKA  KUK 


I 

1 

21 

CLf  RK 

.•-1 

TOTAL 

*  •  T 

*•4 

1 

I 

I 

U 

1 

STFLfCl Y 

AtktE 

I 

1 

I 

19.2 

+  - 

•“+ 

2 

1 

b7 

I 

li 

I 

9  7 

AtF'Ef 

I 

I 

I 

34.6 

+* 

-4 

3 

I 

VI 

I 

o 

f 

I 

itc 

ClSACFEt 

I 

I 

I 

35.7 

>-♦ 

-4 

<1 

1 

46 

I 

1 

I 

29 

S1FCFGLY 

DISAGRfc 

I 

1 

I 

1C. 4 

♦  - 

•-4 

■  -4 

ICLUMN 

eve 

3v 

28  C 

TOTAL 

F^V.3 

10.7 

IvSO.C 

OF  PISSING  OeStRVATICNS  *  btt 


1-30 


Table  31 


CLINICAL  NURSING  RECORDS  STUDY 

“NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888>5  TEST)  -  ELEMENTS 
ON  THE  FORM  ARE  THOSE  I  WOULD  INCLUDE  IN  A  DISCHARGE 
NURSING  NOTE"  BY  TYPE  OF  PROVIDER 


TYPL 

COtNl  I 

IRNS  FOK 


I 

TC.TAL 

1 

11 

C3 

‘4- 

•“4 

1 

1 

lOE 

1 

ICS 

STFCNGLY 

AGREE 

I 

I 

38.7 

4- 

-4 

2 

I 

148 

I 

148 

AGFtt 

1 

1 

?  4.6 

4- 

-4 

3 

I 

12 

I 

12 

1  IS^GFEE 

I 

1 

4  .4 

4« 

•-4 

I 

6 

I 

6 

SIK  f  C  1  Y 

LlSAGkl 

1 

I 

2.2 

4- 

">4 

(  L-l  UMf. 

271 

271 

TLTAL 

lOj.C 

ICO.C 

^  9  ^ 


KL'htEF  OF  MISSING  UBSEhVATILNS 


Table  32 


CLINICAL  NURSING  RECORDS  STUDY 

"NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  -  I  LIKE 
TO  HAVE  THE  DISCHARGE  SUMMARY  SERVE  AS  THE  NURSING 
DISCHARGE  NOTE"  BY  TYPE  OF  PROVIDER 


TYPc 

CbtNT  1 

IFNS  FUk. 


1 

TOTAL 

I 

1 1 

-4 

1 

I 

1^2 

I 

1 1. 2 

STRl  FGLY 

ACRLE 

I 

1 

lb,l 

♦  - 

'-4 

2 

ilD 

I 

lie 

ACFLE 

I 

I 

39.9 

•-4 

3 

1 

9 

I 

9 

llSAGFFt 

1 

I 

3.3 

4- 

•-4 

1 

C 

I 

t- 

;.TF(  FCLY 

DISAGRl 

I 

I 

1.8 

+  - 

•-4 

COLUMN 

2  76 

27G 

TOTAL 

ICC.C 

ICu.O 

FUMEF  C  F  KISSING  Lb SE  KVATI LNS  =  S7C 


1-32 


Table  33 


CLINICAL  NURSINQ  RECORDS  STUDY 

''NURSING  DISCHARGE  SUrf^RY  (DA  FORM  3888-5  TEST)  - 
IT  IS  HELPFUL  TO  HAVE  A  COPY  FOR  THE  PATIENT" 

BY  TYPE  OF  PROVIDER 


TYPE 

CCL-N7  I 

IKNS  POK 

I  TCT4L 

I  II 

Cb  - - - - 

i  I  143  I  143 

SIFCPCLY  AGREE  I  I  E2,0 

4....... .4 

21  116  I  116 

ACFfF  I  I  <j2.2 

4— - --4 

31  16  I  1C 

CISACRLE  I  I  3.6 

4 - —-4 

4  1  6  1  6 

JIFCNGIY  DISAGkt  I  I  2,2 

4— --—-4 

COLUMN  276  276 

TOTAL  100.0  ICC.u 

POMLF  OF  MISSING  CBStRVATiLNS  =  571 


1-33 


Table  34 


CLINICAL  NURSING  RECORDS  STUDY 
NURSING  DISCHARGE  SUiillARY  (DA  EORH  3888-5  TEST)  -  IT  IS 

imporItaNt  for  a  nursing  suhmary  to  appear  in  the 

OUTPATIENT  RECORD"  BY  TYPE  OF  PROVIDER 


TYPL 

COUNT  I 

IRNS  ROW 

1  TOTAL 

I  11 

C6  —  —  —  - ♦ 

1  I  1:2  I  1C2 

5.TKGNGLY  AGRfcE  I  I  27.8 

2  I  12^  1  lib 

I  I  4fc.3 

4.. ...... 4 

31  31  I  rl 

UISACKtE  1  1  ll.*> 

4.- ......4 

41  12  I  12 

ITROMLY  DlSAGRfc  1  I  4.4 

4....... .4 

COLUMN  27C  270 

TOTAL  lOO.C  KC.C 


NLNtfP  OF  KISSING  LBSLRVATIONS 


576 


Table  35 


CLINICAL >NUR$lNa  RECORDS  STUDY 


"NURSING  DISCHARGE  SUjpRY:  (DA  FORM  3888-5  TEST)  -  THE 
NURSING  DISCHARGE  SUMMARY  FORM  NEEDS  TO  BE  KEPT 
IN  THE  SYSTEM"  BY  TYPE  OF  PROVIDER 


TYPE 

COtNT  I 

IkNS  ROk 


I 

TCTAL 

I 

11 

1 

I 

llA 

I 

114 

STRCKLY 

AGREE 

1 

I 

41.9 

4- 

-4 

2 

1 

137 

I 

137 

/.(RCL 

1 

I 

f  0  •  4 

4- 

--4 

3 

I 

14 

1 

14 

DISAGREE 

I 

I 

5.1 

4- 

«-4 

A 

1 

7 

I 

7 

SlPt  RGLY 

CISAGRt 

I 

1 

2.6 

4- 

•-4 

COLUMG 

272 

272 

TLTAL 

ICO.C 

ICC.  6 

NLPltR  ClF  PISSING  OBSLRVATILNS  *  57A 


1-35 


Table  36 


amiCAL,  NURSING  RECORDS  STUDY 

“NURSING  DISGHAPGE  SUMMARY  (DA  FORM  3888-5  TEST)  -  DISCHARGE 
SUMMARIES  SHOULD  BE  IN  A  MULTIDISCIPLINARY  FORMAT  SO 
PHYSICIANS  AND  OTHER  HEALTH  CARE  PROVIDERS  COULD 
MAKE  APPROPRIATE  NOTATIONS"  BY  TYPE  OF  PROVIDER 


TYPE 

COUNT 

1 

IRE’S 

FOR 

1 

TOTAL 

I 

11 

Ci- 

-4 

1 

I 

l',<» 

I 

1C4 

S7RLFOLY 

AGREE 

1 

I 

37.5 

4* 

-4 

2 

I 

113 

I 

113 

AGF  E  E 

I 

I 

AO.Ei 

4- 

....... 

>  -4 

3 

1 

I 

4  fc 

DISAGFEE 

1 

I 

16.6 

4> 

•-4 

<♦ 

1 

lA 

I 

14 

STF-CMGLY 

DISAGRE 

I 

I 

5.1 

4< 

•-4 

COLUMN 

277 

277 

TOTAL 

1  CG  •  0 

itc.o 

NliHEF  CF  MISSING  liSSERVATU'xJS  =  f69 


1-36 


Table  37 


CINiai  NORSING  REGdRdS  STUDY 


"OdGTOR^S  ORDERS  rtEDICAtlON/OOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  ^1256-2  TEST)  - 
WE  FREQUENTLY  USE  THE  BUFF  COPY  ON 
NURSING  UNIT"  BY  TYPE  OF  PROVIDER 


TYP;: 

CGl/NT  I 


Cl 

IRKS 

1 

1 

PARA 

11 

WARD 

CLERK 

21 

31 

RON 

TOTAL 

1 

I 

46 

1 

27 

I  E 

1 

78 

STFCNCLY 

AGREE 

1 

I 

I 

1 

14.1 

4- 

-♦ 

2 

1 

86 

.  I 

92 

1  7 

1 

185 

ACRF.E 

I 

I 

1 

I 

33.4 

♦  - 

..4 

3 

I 

80 

I 

91 

I  12 

I 

163 

CISACRf  cl 

1 

I 

I 

I 

33.0 

■#“ 

••4 

4 

I 

76 

I 

22 

I  £ 

I 

108 

STRONGLY 

DISAGRE 

I 

I 

1 

I 

19.5 

♦  - 

.-4.-. 

..4. ...... 

--4 

COLUMN 

29G 

232 

32 

554 

total 

62.3 

«1.9 

5.8 

100.0 

NUNBEF  OF 

MISSING 

OBSERVATIONS 

S 

292 

1-37 


Table  38 


CINICAL  NURSING  RECORDS  STUDY 


“DOCTOft'S  ORDERS  MEDICATtON/OOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  -  I  LIKE 
NOT  HAVING  TO  RECOPY  SOME  SINGLE  ACTION  ORDERS 
ONTO  THE  THERAPEUTIC  DOCUMENTATION  CARE 
PLAN"  BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 


r> 

IRNS 

I 

I 

f 

11 

AT  A 

NARD 

CLERK 

21 

31 

ROW 

TOTAL 

t  c  ••  —  •  —  •  • 

*■ 

►•4 

1 

I 

iOB 

I 

te 

I  12 

1 

268 

STFCNGIY  AUREE 

I 

I 

I 

I 

47.3 

•-4- 

--4------- 

--4 

2 

I 

62 

1 

121 

I  17 

1 

220 

A(FtE 

I 

I 

1 

I 

38.8 

4- 

-4- 

'-4 

3 

I 

32 

I 

21 

1  2 

1 

55 

L  ISACRIE 

I 

I 

1 

I 

9,7 

4- 

•-4- 

•-4 

4 

I 

12 

I 

1C 

1  2 

I 

24 

STRONGLY  OISAGRE 

1 

1 

1 

I 

4.2 

4- 

-4- 

•«4 

COLUMN 

294 

240 

33 

567 

TOTAL 

SI. 9 

42,3 

5.8 

100.0 

NUKEEP  CF  MISSING 

OBSERVATIONS 

s 

279 

1-38 


Table  39 


CLINICAL  NURSING  RECORDS  STUDY 

''DURING  THE,  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE  THE  NURSING 
HISTORY  AND  ASSESSMENT  TO  LEARN  ABOUT  NURSING  ACTIVITIES 
AND  THE  PATIENT'S  CONDITION?"  BY  TYPE  OF  PROVIDER 


lYPfc 

CCtNT  1 

IPPOFLS-  FCJK 

I  SIGNAL  TCTAL 

1  41 

— - - 

11  15  1  15 

tVEFY  FNl  1  I  6.9 

4  — — -  — 

Z  1  6(‘  I 

hCiSl  FKTS  I  I  ?7.6 

4  — -----4 

3  1  95  1  95 

FARFIY  1  1  43.8 

41  47  I  47 

MVEF  I  1  Zl,7 

COLUMN  217  217 

TCTAl  iOO.C  ICO.C 

HOMIER  OF  MISSING  OBSERVATILNS  =  629 


1-39 


Table  40 


CLIHICAb  NURSING  RECORDS  STUDY 

“DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE  THE  NURSING 
CARE  PLAN  TO  LEARN  ABOUT  NURSING  ACTIVITY  AND  THE 
PATIENT'S  CONDITION?"  BY  TYPE  OF  PROVIDER 


TYPE 

IQliNT  1 

IPKCFfcS- 

UIDNAL 


I 

XU  — . . . . 

11  e  I 

LVtfY  INT  I  I 

♦ - - 

2  1  It'  I 

Ff  ST  PNTS  I  I 

3  1  91  I 

lAFhLY  1  I 

- - - 

I  1:3  I 

MVEF  I  I 

4«>'»-»-.4 
COLUMK  ^IB 


TCTAl  lv.O,C 


tital 


6 

2.b 

It 

t.3 

91 

M  ,7 

u:3 

<♦7,2 

216 


MPftF  L'F  MISSING  CBSERVATICNS  = 


626 


1-40 


Table  41 


CLINICAl  NURSING  RECORDS  STUDY! 

'^DURING  THE  TEST  PERIOD,  HON  OFTEN  DID  YOU  USE  THE  NURSING 
DISCHARGE  SUMMARY  TO  LEARN  ABOUT  NURSING  ACTIVITIES  AND 
THE  PATIENT'S  CONDITION?"  BY  TYPE  OF  PROVIDER 


TYPt 

COtNT  I 

IPFCFLS-  FDK 
ISIUNAL  TLTAL 


1 

41 

1C 

-4- 

1 

1 

b 

1 

5 

tVEFY  FM 

1 

I 

2.3 

4* 

►-4 

a 

I 

It 

I 

16 

PCSl  FNTS 

I 

I 

8.3 

4- 

•-4 

3 

1 

89 

I 

69 

F AKtLY 

I 

1 

41,2 

4- 

--4 

4 

1 

104 

I 

1C4 

MVtF 

1 

I 

4b. 1 

4- 

'  ••4 

tOLUMF 

ai6 

216 

TOTAL 

U.O,C‘ 

ICC.C 

MhllF  Of  PISSING  ObSfcKVATIUNS  =  63C 


1-41 


Table  42 

CLINICAL  NURSING  RECORDS  -STUDY 

"DURING  THE  TEST  PERIOD,  HOW  OREN.  DID  YOU  USE 
THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN, 
NONMEDICATION?"  BY  TYPE  OF  PROVIDER 


TYPE 

COUNT 

I 

IPFLFtS- 

FCL 

isidnal 

total 

I 

41 

IL  - 

1 

I 

30 

I 

3C 

LVEFY  PNT 

1 

1 

13.6 

....... 

■-•f 

2 

I 

60 

I 

60 

HCST  FM5 

I 

I 

27.3 

♦- 

•>  + 

3 

I 

76 

I 

76 

FAKtlY 

I 

1 

34.5 

--»• 

4 

I 

54 

1 

54 

NLVtf 

I 

I 

2  4,5 

COLUMN 

220 

220 

TOTAL 

1 C  u » 0 

ICC.O 

MMEf'  LiF  HISSING  IJfcSERV ATI LNS  = 


1-42 


Table  43 


CLINICAL  NURSING  REtes  STUDY 


''DURING  THE  TESf  PERIOD,  HOW  OPTEN  DID  YOU 
THE  therapeutic  dOtUliliHTATibN  CARE  ^AN. 
MEDICATION?"  BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

1 

IFROFcS- 

KON 

I  SIGNAL 

TCTAL 

I 

A1 

fc 

I 

1 

A7  I 

47 

IVEFY  FNT 

I 

I 

21.4 

♦  - 

-  —  -—-4 

2 

I 

S7  I 

S7 

MOST  PKTS 

I 

I 

25. 9 

3 

I 

7C  I 

7: 

KAkf lY 

I 

1 

31.6 

4- 

A 

1 

46  I 

46 

N£Vf  F 

1 

1 

2  0.9 

4* 

CCLUMM 

220 

220 

TOTAL 

ICO.t) 

ICO.O 

NUPfctf  DF  MISSING  OfcSlRVATlLNS 


626 


Table  44 

CLINICAL  NURSING  RECORDS  STUDY 

"DURING  THE  TEST  PERIOD;  HOW  OFTEN  DID  YOU  USE  THE 
TPR  GRAPHIC?"  BY  TYPE  OF  PROVIDER 


COt-NT 


XIF  . 

1 

LVfFY  FNl 


2 

KtST  FNTS 


3 

FAFtlY 


<♦ 

NEVEF 


COLUMN 

TCiTAt 


1 

type 

IFkDFcS' 

FOW 

ISIDNAL 

1 

41 

tltal 

*•+ 

1 

134 

I 

134 

1 

I 

tl.t 

I 

41 

J 

41 

1 

I 

18,9 

+  • 

«»  + 

1 

21 

1 

21 

I 

I 

9.7 

♦  - 

■  •  4 

I 

21 

I 

21 

1 

I 

9.7 

♦  - 

217 

ico.c 

»■» 

217 

ICO.C 

Lf  MISSING  LBSERVATILNS 


629 


i 

I 

i 


Table  AS 


CLINICAL  NURSING  RECORDS  STUDY 


“DURING  THE  TESTf  PERIOD.  ; HON  OHTEN  DID  YOU  USE  THE 
PROGRESS  NOTES?*  BY  TYPE  OF  PROVIDER 


TYPE 


tOLNT 

I 

IPPtlPLS- 

ROH 

1  SIGNAL 

TCTAL 

1 

41 

IG 

1 

1 

101 

I 

ICl 

tVEFY  ENT 

I 

I 

45.7 

4- 

-4 

2 

I 

61 

▼ 

i 

61 

POST  FHTS 

I 

I 

27.6 

4" 

-4 

3 

I 

42 

I 

42 

fv/RtlY 

I 

I 

19.0 

4- 

-4 

A 

I 

17 

1 

17 

NtVEF 

I 

I 

7.7 

4- 

•4 

CLLUHF 

221 

221 

TLTAL 

lOC.O 

ICO.O 

FUF.EtP  LI  HISSING  CBScRVATIUNS  »  625 
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Table  46 

CLINICAL  NURSING  RECORDS  STUDY 
"DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE  THE  OTHER 
FORMS  TO  REVIEW  NURSING  CARE?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT 

I 

IPFOrES- 

FLk 

1  SIGNAL 

TLTAL 

I 

41 

IH  - 

1 

I 

S  I 

5 

tVtfY  PNT 

1 

I 

16,1 

2 

I 

1  I 

1 

MUST  FNTS 

I 

I 

3,2 

4- 

3 

1 

b  1 

r 

FAktlY 

I 

I 

16,1 

•f  ■ 

4 

I 

20  1 

2C 

NtVtF 

I 

I 

64,5 

4' 

CnLUM^ 

31 

31 

TC'TAl 

1  J 

1C  C ,  0 

MM£f  C‘F  MISSING  fJBSl  K  V  AT  I  LNS  61^ 
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Table  47 

CLINICAL  NURSING  RECORDS  STUDY 

“PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED  THE  NURSING 
HISTORY  AND  ASSESSMENT  TO  LEARN  ABOUT  NURSING  ACTIVITIES 
AND  THE  PATIENT'S  CONDITION?"  BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IPROFES-  ROW 

ISIONAI  TOTAL 

I 

X3A  - - - - 

1  I  13  I  13 

tVEFY  FNT  I  I  6.3 

♦  —  —  —-4 

2  1  46  I  46 

ROST  PKTS  I  I  22.1 

3  1  99  I  99 

rarely  I  I  <,7.6 

♦  — — — -4 

41  5C  1  tw 

NIVET  I  I  24. c 

COLUMN  208  2CE 

TOTAL  100. C  ICC.C 

NUPfER  OF  MISSING  OBSERVATIONS  -  636 
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Table  48 


CLINICAL  NURSING  RECORDS  STUDY 

"PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED  THE 
NURSING  CARE  PLAN  TO  LEARN  ABOUT  NURSING  ACTIVITIES 
AND  THE  PATIENT'S  CONDITION?"  BY  TYPE  OF  PROVIDER 


TYPL 

COUNT  I 

IPKL’FES-  FOK 
I  SIGNAL  TOTAL 


I 

41 

t  ^ 

1 

I 

b 

I 

b 

f  VCFY  PNT 

I 

I 

2.9 

4- 

-4 

2 

I 

12 

I 

12 

Mt  ST  HMS 

I 

1 

5.8 

4* 

•-4 

3 

I 

92 

1 

^2 

FARELY 

I 

I 

44.2 

4* 

•-4 

4 

I 

I 

98 

NEVEF 

I 

1 

47.1 

4* 

►  •4 

COLUMN 

208 

2C8 

TOTAL 

icc-.c 

ICC.O 

NUNtEF  t-P  KISSING  UbSERV aTIC'NS  -  63& 
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Table  49 


CLINICAL  NURSING  RECORDS  STUDY 

"PRIOR  10  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED  THE  NURSING 
DISCHARGE  SUMMARY  TO  LEARN  ABOUT  NURSING  ACTIVITIES  AND 
THE  PATIENT'S  CONDITION?"  BY  TYPE  OF  PROVIDER 


TYPE 

CLl'NT  I 

IPPOFES-  F.(J^ 

ISIONAL  TOT^L 

I  ‘♦I 

X3C  ♦ - ♦ 

11  II  1 

EVERY  FNT  1  I  .5 

21  15  I  15 

MTST  PKTS  I  I  7.2 

31  90  I  90 

F/PfclY  1  I  *.3.5 

4  1  IDl  I  ICl 

KtVEF  1  I  46.8 

tCLUMN  207  207 

TLTAl  KO.O  ICC.O 


NtPfcET  Of  MISSING  ObSERVATIDNS  =  639 
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Table  SO 


CLINICAL  NUNSING  RECORDS  STUDY 

"PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED 
THE  THERAPEUTIC ^DOCUMENTATION  CARE  PLAN, 
NONMEOICATION?"  BY  TYPE  OF  PROVIDER 


TYPE 

COtNT  1 

IPKLFeS-  FLF 
ISIDNAL  TLTAL 

I 

X2L’  - - — - —-4 

11  17  I  17 

IVEFY  fNT  I  1  fc.2 

4.. .. ....4 

2  1  <i6  I  <t6 

UST  PNTS  I  I  22.2 

4.. ..1»...4 

31  83  1  83 

PARILY  I  I  ‘tr.l 

4.. ..... .4 

A  I  61  I  61 

NEVEF  I  1  29. S 

4.... ....4 

COLUMN  2C7  2C7 

TCTAl  UO.C  KC.C 


MMEEF  OF  MISSING  OFSERV  ATI  OKS  =  639 


Table  51 


CLINICAL  NURSING  RECORDS  STUDY 

"PRIOR  TQ  THE  TEST  PERIOD,  HOW^ OFTEN  HAD  YOU  USED 

/ 

THE  THERAP^TIC  DOCUMENTATION  CARE  PLAN, 
MEDICATION?"  BY  TYPE  OF  PROVIDER 


TYPE 

COUNT 

I 

IPKUFES- 

POP 

I  SIGNAL 

TOTAL 

I 

41 

t 

-■ f 

1 

I 

32 

I 

32 

EVEFY  FNT 

I 

I 

15.5 

»♦ 

2 

I 

54 

I 

54 

MCS7  PNTS 

I 

I 

26.1 

♦  " 

....... 

-+ 

3 

I 

75 

1 

75 

f-AKElY 

I 

I 

36.2 

.  ••4 

1 

4b 

I 

46 

NfVEF 

1 

i 

22.2 

-  '' 

COlUMA 

207 

2C7 

TLTAL 

ICO.C 

ICQ.O 

M'MEEP  DF  HISSING  DBSFRVATILNS  »  639 


Table  52 


CLINICAL  NURSING  RECORDS  STUDY 

"PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED 
the  TPR  graphic?"  by  TYPE  0/  PROVIDER 


TYPE 

CCUHT  I 


X3F 

IPRUFES- 

ISIONAL 

1  41 

FOR 

total 

IVE^Y  I  NT 

1 

I 

I 

129 

I 

I 

129 

tl.7 

fU  5T  ^^TS 

2 

I 

I 

^  «« 

37 

• 

I 

I 

3  7 
17.7 

hAhUY 

3 

I 

I 

•f 

25 

I 

I 

25 
12. C 

NtVEF 

4 

I 

I 

18 

I 

t 

A 

lb 

8.6 

COLUMN 

total 

1 

2;9 
u  *  C 

•■f 

2v9 

ICO.O 

NUP.KEf  if  MISSING  UBStPVATlt^NS  » 
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Table  53 


CLINICAL  NURSING' RECORDS  STUDY 

"PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED 
THE  NURSING  NOTES?"  BY  TYPE  OF  PROVIDER 


TYPE 


X3C 

COUNT 

I 

IPROFES- 
ISIONAL 
!  ‘‘1 

FOk 

TOTAL 

EVtfY  fNT 

1 

1 

I 

43  I 

I 

<i3 

20.7 

RtST  PKTS 

a 

1 

I 

4« 

66  I 

I 

66 

31.7 

f ARtlY 

3 

I 

1 

71  I 

I 

71 

NfcVtf 

1 

I 

28  1 

I 

26 
13. *> 

COLUHN 

TOTAL 

Z08 

1  OOaC 

2CB 

ICD.u 

MKEFF  Of  fJiSSiNG  OBSERVATIONS  * 


1-53 
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Table  54 

CLINICAL  NURSING  RECORDS  STUDY 
“PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE  OTHER 
FORMS  TO  REVIEW  NURSING  CARE?" 

BY  TYPE  OF  PROVIDER 


TYPE 

CUtNT  1 

IPFOFES- 

I  SIGNAL  TOTAL 
1 

X3H  - - •» - ♦ 

II  3  1  3 

EVfcFY  PM  1  I  IC.f 

4.. ...... 4 

2  1  II  1 

MET  PMS  I  1  3.3 

4....... .4 

3  1  FI  b 

F/ktLY  1  I  26.7 

4....... .4 

4  1  lb  I  lb 

NfVEF  I  1  (C.O 

4*... ... .4 

tOLUMK  3C  3C 

total  lu'J.G  Ut.O 


MtPFLF  Cr  MSSING  LBSERVATllNS  ^  bl6 


1-54 


Table  55 


CLINICAL  NURSING  RECORDS  STUDY 

"DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA’ FORM  4256-2  TEST)  -  HAVING 
TWO  SEPARATE  ORDER  SHEETS  CAUSED  MINIMAL 
DIFFICULTIES  FOR  ME"  BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 


IRNS 

I 

I 

pafa 

11 

WARD 

CLERK 

21 

31 

PROFES¬ 

SIONAL 

41 

ROW 

TOTAL 

1 

I 

93 

1  £2 

1  11 

4 

I 

29 

•  ♦ 

I 

215 

STRONGLY 

AGREE 

I 

4  • 

1 

I 

I 

1 

27. C 

2 

I 

133 

1  132 

I  14 

I 

72 

I 

351 

ACRE  F 

1 

I 

I 

I 

1 

44,2 

3 

I 

44 

1  27 

I  5 

T 

I 

57 

I 

133 

GISAGREE 

I 

4  w 

1 

I 

I 

I 

16.7 

4 

I 

4C 

1  6 

I  3 

•  •  T 

I 

47 

•  + 

1 

96 

STRONGLY 

cisagrf 

I 

4  • 

1 

1 

I 

1 

12,1 

COLUMN 

310 

247 

33 

*  •  T 

2C5 

•  ♦ 

795 

TOTAL 

39.0 

31.1 

4.2 

25.8 

100.0 

NUNIEF  OF 

HISSING 

CBS 

tKVATIONS  » 

51 
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Table  56 


CLINICAL  NURSING  RECORDS  STUDY 

“DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  -  ORDERS 
SHOULD  CONTINUE  TO  REMAIN  SEPARATED  ON  COLOR 
CODED  MEDICATION  AND  NONMEDICATION  SHEETS" 

BY  TYPE  OF  PROVIDER 


COUNT  I 


IlvN 

I 

I 

c 

U 

» «»4 

FAFa 

WARD 

CLERK 

21 

31 

PROFES' 

SIGNAL 

41 

ROW 

TOTAL 

‘TFllGLY 

1 

AGREE 

1 

I 

HC 

I 

I 

>»4 

126 

I  17 

I 

I 

I 

27 

I 

I 

312 

39.5 

^cprf 

I 

I 

96 

»  w  «»«i 

I 

I 

'  «4< 

105 

I  13 

I 

»»4 

I 

I 

72 

•  •■f 

I 

I 

206 

36.2 

0 

CIS  AGP  EE 

3 

I 

I 

31 

I 

I 

•  4. 

13 

I  2 

1 

•  <•4. 

I 

I 

41 

I 

I 

87 

ll.C 

STPDFGl Y 

L'ISAGPE 

I 

1 

4 

36 

i 

i 

•»4« 

Z 

1  3 

1 

'•4* 

I 

I 

62 

I 

I 

105 

13.3 

COLUMN 

TOTAL 

3G5 

26.6 

2^6 

31  .4 

35 

4.4 

•  4< 

202 

25.6 

>»♦ 

796 

100.0 

OF  HISSING  OBStRVATlUNS 


56 
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Table  57 


CLINICAL  NURSING  RECORDS  STUDY 

“DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  -  PRIOR  TO 
THE  TEST  PERIOD,:  IF  UNFAMILIAR  WITH  A  PATIENT,  I  MOST 
OFTEN  DETERMINED  CURRENT  MEDICATION(S)  BY  .  . 

BY  TYPE  OF  PROVIDER 


TYPE 

CDtNT  I 

IPPDPES- 

ISIUNAL  TLTAL 

1  42 

06  - - - - 

II  84  1  84 

ALL  OR  Uf!  I  I  4A.6 

21  85  I  &5 

REVIEW  TD-M£D  1  I  42,3 

4  — --  —  -4 
31  20  I  20 

ASf*  MRSE  I  I  K.O 

«••... ...4 

41  12  I  12 

OTHEf  I  I  6.C 

4  — ---—-4 

CULUMN  201  2  C  l 

TOTAL  ICO.U  100.0 


NOMEEf  DE  MISSING  08SERVATIUNS  *  645 


Table  58 


CLINICAL  NURSING  RECORDS  STUDY 

"DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  - 
DURING  THE  TEST  PERIOD,  AFTER  THE  SEPARATION  OF  ORDERS, 
IF  UNFAMILIAR  WITH  A  PATIENT,  I  MOST  OFTEN  DETERMINED 
CURRENT  MEDICATION(S)  BY  .  .  ."BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IPKUFES-  KDW 

I  SIGNAL  TOTAL 

1  41 

D7  - - - - 

11  104  I  1C4 

f;E:VIC^  All  Gf.  DK  I  1  tl.O 

21  73  I  73 

MVIfF  TD-PEl.  I  I  35. fc 

i  1  le  I  ifa 

ASK  NUT  St  I  I  e.e 

4.. ...... 4 

4  1  VI  9 

ITIFF  I  I  4.4 

4. ...... .4 

CULUNK  204  ZCh 

TOTAL  Iwu.U  ICO.C 


MhlEF;  0  HISSING  UBSIRVATIDNS  =  642 
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Table  59 


CLINICAj.  NURSING  RECORDS  STUDY 

“OOCTPR'S  0!^|R|  MEppTION/pOCT(^'S  .ORDERS  NONMEOICATION 
(DA  FORM  4256^1  TEST;  DA  FORM  4256-2  TEST)  - 
IF  HE  WENT  BACK  TO  THE  ‘OLD*  ORDER  SHEETS,  I  WOULD 
HAVE  NO  DIFFICULTY  IDENTIFYING  COMPLETED  SINGLE 
,  ACTION  ORDERS"  BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 


IFNS 

I 

I 

11 

PAFA 

NAKG 

CLERK 

21 

31 

ROK 

total 

stplkcly 

I 

AGREE 

1 

1 

<f  • 

bC 

I 

1 

cb 

I  6 

1 

I 

1 

61 

14.2 

2 

1 

1 

•»« 

102 

I 

I 

B7 

I  IS 

I 

-4 

I 

I 

204 

35.7 

tlSACRtE 

3 

I 

I 

lie 

I 

1 

101 

I  9 

I 

•-■f 

I 

I 

220 

38.5 

STRONtLY 

A 

ClSAGRt 

I 

I 

♦  «< 

34 

I 

I 

30 

I  2 

I 

-♦ 

I 

I 

66 

11.6 

COLUMN 

tctai. 

296 

bl.e 

243 

42,6 

32 

S.6 

-♦ 

571 

100. c 

NUNfEF  tf  missing  UBSCFVATRNS  * 
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Table  60 


CLINICAL  NURSING  RECORDS  STUDY 

“DOCTOR ‘S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  - 
IF  WE  WENT  BACK  TO  THE  'OLD'  ORDER  SHEETS,  I  WOULD  STILL 
WANT  A  COLUMN  FOR  SINGLE  ACTION  ORDERS  TO  PRECLUDE 
MY  HAVING  TO  RECOPY  THEM  ONTO  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLANS"  BY  TYPE  OF  PROVIDER 


TYPE: 

CUtNT  i 


IRN 

5 

i 

WARD 

ROW 

I 

CLERK 

total 

IS 

I 

1 1 

21 

?I 

1 

I 

i6t 

I 

7t 

1 

14 

»«» 4 

I 

296 

STRt  FGLY 

AGREE 

I 

I 

I 

I 

44.6 

.-4 

2 

1 

39 

I 

129 

I 

IG 

I 

234 

ACREf 

1 

I 

1 

I 

40.9 

♦  — 

..... 

f 

3 

i 

36 

I 

27 

I 

1 

I 

66 

tilSAGRLfc 

I 

i 

I 

I 

11.5 

..... 

•-+ 

4 

I 

7 

I 

7 

I 

3 

I 

17 

STRCFCLY 

DISAGRt 

I 

I 

1 

I 

3.0 

♦  — 

.-4 

>-♦ 

COLUMN 

299 

239 

34 

572 

TOTAL 

92.3 

41,8 

9.9 

100.0 

MFFEF  IF  MUSING  UBSERVATILNE  =  274 


Table  61 


CLINICAL  NURSING  RECORDS  STUDY 


I  LIKE  BEING  ABLE  TO  DOCUMENT  (WITH  EFFECTIVENESS  CODES  OR  KEY 
WORDS)  THE  PATIENT'S  RESPONSE  DIRECTLY  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLANS"  BY  TYPE  OF  PROVIDER 


TYP£ 

CLINT  1 

IKKS  PAKA  ROV* 


I 

I 

11 

21 

TOTAL 

1 

I 

148 

I 

e3 

1 

211 

STKHCLY 

AGREE 

I 

I 

1 

39.4 

‘-■f- 

►•4 

2 

I 

12t> 

1 

157 

I 

282 

AGREE 

1 

I 

I 

52,7 

♦- 

,•4-, 

•-+ 

3 

I 

15 

I 

2C 

1 

35 

DISAGREE 

I 

1 

1 

6.5 

•*- 

..4 

I 

b 

I 

2 

I 

7 

STFfKGLY 

DISAGRL 

I 

1 

1 

1.3 

m  m  m  ^  m  m 

•-4 

CLLUHN 

293 

242 

555 

TlTAl 

54.8 

45.2 

lOC.C 

If  HISSING  UeSfRVATlLNS  -  31i 
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Table  62 


CLINICAL  NURSING  RECORDS  STUDY 

"MOST  OF  MY  DOCUMENTATION  IS  RECORDED  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLANS"  BY  TYPE  OF  PROVIDER 


TYPE 

CLLNT 

1 

IPARA 

FDR 

I 

TCTAL 

1 

21 

L2 

1 

I 

4t 

1 

STFLFGLY 

AGREE 

1 

1 

17.2 

4- 

••4 

2 

1 

133 

1 

133 

ACF  f  £ 

1 

I 

£7.3 

•4 

3 

I 

I 

£2 

LIS/.CKEE 

1 

I 

22. A 

♦  - 

•-4 

A 

I 

7 

I 

7 

STKEfCLY 

DlSAGRl 

I 

I 

3.0 

+  - 

*-4 

CULUMN 

• 

232 

232 

TCTAL 

KO.C 

IOC  .0 

MMEF  IF  hissing  CbSEKVATlDNS  =  6H 


Table  63 


CLINICAL  NURSING  RECORDS  STUDY 

"IN  THE  PAST,  I  USED  TO  DO  MOST  OF  MY  DOCUMENTING  ON 
THE  NURSING  NOTES  (SF  510)"  BY  TYPE  OF  PROVIDER 


TYPE 

CCL-NT  I 

IPARA  FOW 


I 

TUTAL 

I 

21 

£3 

■-4 

1 

I 

86 

1 

68 

SIRIMLV 

AGREE 

I 

I 

36.1 

2 

1 

147 

I 

147 

ACREf 

I 

1 

tO.2 

•-4 

3 

I 

1 

K 

[ ISAGREt 

I 

I 

2.C 

«-4 

A 

I 

4 

I 

4 

SlRLFGl Y 

GISAGRE 

I 

1 

1.6 

4* 

•  m  mm  m  mm 

•-4 

CLLUMN 

244 

244 

TCTAL 

» 

100.0 

itc.c 

MFFCF.  OF  MISSING  (jbSFRVATIbNS  ^  602 
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Table  64 


CLINICAL  NURSING  RECORDS  STUDY 

"RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  TD  CARE  PLAN 
IMPROVES  MY  DOCUMENTATION  OF  PATIENT  CARE" 

BY  TYPE  OF  PROVIDER 


lYHE 

COUNT  I 


IRNS  RAF  A 

I 

I  II  ii 


- - 

1 

I 

a  9 

I 

53 

-4 

1 

STRCFLLY  ACKEE 

I 

I 

I 

+- 

-4 

2 

I 

15b 

1 

153 

I 

AtFLC 

I 

I 

1 

♦  - 

-4 

3 

1 

4v 

1 

35 

I 

OlSACRtE 

I 

I 

I 

-+-< 

-4 

4 

I 

0 

I 

1 

I 

STRCKLLY  C'ISAGKfc 

I 

I 

I 

♦  - 

...... 

-4 

COLUMN 

293 

242 

TOTAL 

54  .f 

45.2 

iUMEK  Of  MISSING  1 

LiBS 

LFVATICNS 

r 

31 

ROR 

TOTAL 


142 

26.5 

311 
5b.  1 


7 

14. 

7 

1.3 

535 

ICO.C 

1 


1-64 


UA  O 


Table  65 


CLINICAL  NURSING  RECORDS  STUDY 

"RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLAN  ENCOURACES  ME  TO  WRITE  MORE 
NURSING  ORDERS  TO  DESCRIBE  NURSING  ACTIVITIES 
WITH  THE  PATIENT"  BY  TYPE  OF  PROVIDER." 


TYPE 


CCjoNT 

I 

IRNS 

I 

I 

11 

FOk 

TOTAL 

1 

I  lb 

1 

713 

STRLKLY 

AGkLt 

1 

1 

27.2 

n 

C. 

1  142 

•-+ 

1 

142 

ACT  tE 

I 

I 

49.5 

3 

4....... 

I  60 

-+ 

1 

6G 

LISAGkEE 

1 

I 

2C.9 

A 

4  —  ..... 

I  7 

I 

7 

STFDFGLY 

OISAGRt 

I 

I 

2.4 

COLUMN 

TOTAL 

4....... 

287 

IC'O.C 

>-4 

2fc7 

ICC.O 

NIKFEP  DF  MISSING  CBSEHVATICNS  =  ?59 


1-65 


Table  66 


CLINICAL  NURSING  RECORDS  STUDY 

"RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLAN  IMPROVES  COMMUNICATION 
AMONG  NURSING  PERSONNEL"  BY  TYPE  OF  PROVIDER 


TYH£ 

COtNT  1 


I 

I 

PAM 

11 

21 

pf  k 
TL-TAL 

J 

LTflHLY  AGRFE 

I  74 

I 

•f 

1  be 

I 

'»+ 

I 

I 

124 
23. C 

2 

AGf  E£ 

I  166 

I 

I  ib7 

I 

•  “♦ 

I 

I 

323 

b9.9 

3 

DJSA(FEt 

I  ^7 

I 

I  37 

1 

J 

I 

64 

15.6- 

4 

SlKlbGlY  DISAGRE 

I  ^ 

I 

I  3 

I 

•  •■4 

I 

1 

t 

i.b 

CC'LUMN 

TLTAL 

292 
b4 .2 

24  7 

4 r  c 

b39 

KC.C 

MPbFf-  Cf  MSSING  LBSCKV ATI = 


1-66 


Table  67 


CLINICAL  NURSING  RECORDS  STUDY 


"RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLAN  IMPROVES  COMMUNICATION 
BETWEEN  NURSES  AND  OTHER  HEALTH  CARE  PROVIDERS" 

BY  TYPE  OF  PROVIDER 


TYPE 

CCtNT  1 

IRKS  PAFA  RCW 


E7 

I 

I 

II 

cl 

TCiTAL 

1 

I 

A9 

I 

46 

1 

95 

STRLM  l  Y 

ACRtE 

1 

I 

1 

17.7 

♦  - 

2 

I 

194 

I 

If  1 

1 

295 

ACPEE 

1 

I 

1 

54.9 

♦  - 

•— » 

3 

I 

I 

44 

I 

1?2 

DliAfFtL 

1 

I 

I 

24.6 

♦  - 

•-+- 

--■f 

A 

I 

11 

I 

4 

I 

15 

STPPKLY 

CISAGRf 

1 

1 

I 

2.B 

.-4- 

'-4 

CCIUMN 

292 

24f 

53  7 

It  TAl 

45.6 

ICO.C 

KUHEK  If  MSi)lNG  CBSEkVATlCNS  =  3C9 


Table  68 


CLINICAL  NUftSING  RECORDS  STUDY 


"RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  TO  CARE  PLAN  HAS 
DECREASED  FRAGMENTED  DOCUMENTATION  IN  THE  RECORD" 

BY  TYPE  OF  PROVIDER 


TYPt 

CCtNT  I 

IRKS  RAhA  RLK 

1  TCTAL 

I  11  ?  I 

E£  - - ..-4..— -...4 - - - 4 


1 

1 

oA 

1 

A  A 

I 

ice 

STRLLGLY 

AGREE 

I 

1 

I 

20,4 

♦  - 

2 

I 

17C 

I 

it? 

I 

322 

AlKEf 

I 

1 

I 

6:.H 

-f- 

*♦- 

-♦ 

3 

I 

‘♦7 

1 

h3 

I 

t  I  SACK  EE 

I 

1 

I 

17.0 

♦  - 

— f- 

•4 

4 

I 

a 

1 

2 

1 

10 

STFOKLLY 

DISAGRE 

I 

I 

1 

1,9 

♦  - 

-4 

COLUMN 

289 

241 

13  i 

TCTAL 

5‘*  ,5 

1 C  J  ,  C 

MiPFEf  3R  MISSING  LBSERVATIlNS  *  31t 


Table  69 


CLIHICAL  NURSING  RECORQS  STUUY 

"RECORDING:  THE  RATIENT^S  RESPONSE  ON  THE  TO  CARE  PLAN 
ALLOWS  ME  TO  GIVE  A  MORE  THOROUQH  REPORT" 

BY  TYPE  OF  PROVIDER 


TYPfc 

COUNT  I 

IhKS  FGW 

I  TOTAL 

1  II 

E9  - - - ♦ 

II  68  I  68 

STPCOGIY  AGREE  I  I  23.7 

4.. ......4 

2  1  154  I  li4 

ACME  I  I  5  3.7 

4.. ..... .4 

31  61  I  ei 

LISAChlE  I  1  21.3 

4- - -  —  -4 

4  1  4  1  4 

iTRtfClY  LISAGRl  1  1  1.4 

4..  .>....4 

COLUMN  2£7  217 

TOTAL  Kv.V  iCC.C 

NLIHF  IF  MISSING  OBSERVATIONS  *  '  559 


1-69 


Table  70 


CLINICAL  NURSING  RECORDS  STUDY 


“RECORDING  THE  PATIENT^.S  RESPONSE  ON  THE  TD  CARE  PLAN 
GIVES  ME  A  BETTER  'PICTURE'  OF  WHAT  HAPPENED  TO 
THE  PATIENT"  BY  TYPE  OF  PROVIDER 


TYPt 


COUNT 

1 

IRNS 

I 

I 

RAF  A 

11 

u 

RON 

TOTAL 

Iv 

1 

I 

62 

I 

4e 

1 

lie 

STRl^GLY  AGREE 

I 

I 

I 

2;.  4 

4 

•4«« 

•»4 

2 

I 

171 

I 

1E7 

1 

328 

AGREE 

I 

I 

I 

61.0 

4 

.4.. 

3 

I 

S3 

1 

39 

I 

92 

CISAGREE 

i 

I 

1 

17.1 

4 

•4-> 

mm  mm  mm 

•  •>4 

4 

I 

6 

I 

2 

I 

e 

STRCEGLY  DISAGRE 

I 

I 

1 

l.S 

4 

..4.. 

•  m  w  • 

•  -4 

COLUMN 

?92 

246 

S3B 

TOTAL 

S4,3 

4S.7 

100  .c 

UREEF  OF  KISSING 

OBSERVATIONS 

z. 

3C'b 

Table  71 


CLINICAL  NURSING  RECORDS  STUDY 

"I  DID  NOT  DOCUMENT  PATIENT  RESPONSES  ON  THE  THERAPUETIC 
DOCUMENTATION  CARE  PLANS"  BY  TYPE  OF  PROVIDER 


lYPc 

COUr^T  I 

IkNS  PAPA  KOk 


I 

I 

11 

21 

total 

til 

1 

1 

5 

I 

6 

I 

10 

STRCNtLY  AGREE 

I 

I 

I 

2.0 

♦  - 

- 

•-4 

2 

I 

37 

I 

65 

I 

102 

ACRE  F 

1 

I 

I 

2C.0 

•4-* 

•  »  »  IV  « 

••4 

3 

I 

163 

I 

135 

I 

296 

DISAIREL 

I 

I 

1 

56.5 

4- 

-4-- 

•-’4 

1 

7A 

I 

25 

1 

99 

SIRLRGLY  DISAGRt 

I 

I 

1 

19.  A 

4- 

...... 

--4 

CULUMU 

279 

230 

509 

TCJAL 

‘5.2 

ICG.O 

kUMEF  LF  MISSING 

OESERVATI 

vJNS 

£ 

V 

37 

1-71 


Table  72 


CLINICAL  NURSING  RECORDS  STUDY 

"I  HAD  MINIMAL  DIFFICULTY  RECORDING  THE  PATIENT'S 
RESPONSES  ON  THE  THERAPEUTIC  DOCUMENTATION 
CARE  PLAN"  BY  TYPE  OF  PROVIDER 


TYFP 

COtNT  1 

IRKS  PAFA  FDK 


r  1  ^ 

1 

I 

11 

21 

TOTAL 

1 

I 

b6 

I 

24 

I 

BC 

SlRCKtLY  AGREE 

I 

I 

1 

15.6 

4- 

-4.. 

•  -4 

2 

I 

162 

I 

IfrO 

I 

322 

AtREE 

1 

I 

1 

62.6 

4- 

..4 

3 

I 

bb 

1 

42 

I 

97 

DISACRK 

I 

I 

1 

lb. 9 

4- 

'  --f  •  - 

»  •  W  « 

4 

I 

6 

I 

6 

I 

14 

STRlKtLY  LISAGRE 

I 

1 

I 

2.7 

4- 

..4.. 

...... 

•-4 

CCLUMK 

282 

231 

513 

TOTAL 

66.  C 

45. C 

iCO.O 

KtMEE  LF  MISSING  i 

OBSERVATIONS 

' 

33 

1-72 


Table  73 


CLINrCAk  NURSING  RECORDS  STUDY 

"THE  EXPANDEDIiSE  OF  “THE- therapeutic  DOCUMENTATION  CARE  PLAN 

(BEING  ABLE  TO  DOCUMENT  RESPONSES)  IS  A  CONCEPT  WHICH  SHOULD 
BE  AVAILABLE  TO  ALL-  HORSING  PERSONNEL  WORLDWIDE" 

BY  TYPE  OF  PROVIDER 


TYPc 

CCti^T  I 


Ell-  . 

IKNS 

I 

I 

ll 

21 

Rlik 

total 

1 

STMjFGLY  ACPd: 

I 

I 

4- 

119 

1  1 

5.6 

--4 

I 

I 

175 

33.9 

2 

ACFf  f 

I 

1 

1J7 

I 

I 

154 

■•4 

I 

I 

291 

56.4 

3 

DISAGf  EE 

I 

I 

23 

1 

I 

If 

•4 

1 

1 

41 

7,9 

4 

JIKN&LY  oisagre 

I 

I 

t 

I 

1 

3 

-4 

I 

I 

9 

1.7 

CLLUlIh 

total 

2bb 

bb,-2 

231 

44, e 

-4 

5U 

ico.c 

Ntf-ftf  Of  MSbiNG  LtSlRVATHNE 

s 

■;  'll 

0 

Table  74 


CLINICAL  NURSING  RECORDS  STUDY 

"THE  ‘FOLDER*  TYPE  FORMAT  OF  THE  THERAPEUTIC  DOCUMENTATION 
CARE  PLANS  IS  AN  IMPROVEMENT"  BY  TYPE  OF  PROVIDER 


TYP£ 

COUNT  I 


1 1** 

IRN 

I 

I 

f  Af  A 

11 

Vi  an  [I 
CLERK 

a 

31 

ROW 

TOTAL 

* 

1 

1 

9C 

I 

79 

I 

16 

I 

18 1 

i.TRl  M  IY 

ACKfcE 

I 

1 

I 

1 

31.7 

2 

1 

136 

1 

140 

1 

It 

I 

291 

4CFCI 

I 

1 

I 

I 

49.9 

♦«« 

k  »  ^ 

3 

I 

1 

24 

I 

2 

I 

81 

nSACREE 

I 

I 

I 

I 

13.9 

4  — 

mm 

>-♦- 

»  *  ^  « 

4 

I 

13 

I 

11 

1 

2 

I 

26 

STRCfGlY 

DISAGPE 

I 

1 

I 

I 

4.6 

♦  — 

>  m  m  m  *■ 

••  +  » 

COLUMN 

294 

2f>4 

5f3 

TOTAL 

bJ.4 

43.6 

6,C 

13C‘.0 

Mr;tEF  Ljf  MSSING  OKSERVATIL'NI  =  ?t3 


1-74 


Table  75 


CLINICAL  NURSING  RECORDS  STUDY 

"THE  'FOLDER*  TYPE  FORMAT' OF  THE  THERAPEUTIC  DOCUMENTATION 
CARE  PLANS  SHOULD!  BE  KEPT -EVEN  IF  IT  CANNOT  BE 
OVERPRINTED  WITH  ORDERS"  BY  TYPE  OF  PROVIDER 


TYPe 

COUNT  I 

IRf.S  f'AM  WARD  ROW 


1 

1 

11 

( 

21 

CLERK 

31 

TOTAL 

*  •  ▼ 

1 

I 

71 

I 

5  7 

I 

B 

I 

136 

STRO^C•LY  AGRLL 

I 

A  ^ 

I 

1 

1 

23.9 

2 

I 

12<» 

I 

136 

I 

15 

I 

275 

AGREE 

I 

I 

1 

I 

<i8.2 

3 

I 

67 

I 

A*i 

1 

e 

T 

I 

119 

1  ISAGRIE 

1 

4_» 

I 

I 

I 

20.9 

A 

I 

25 

I 

1 

1 

I 

AO 

STRING  lY  CISAGFE 

I 

^  * 

I 

1 

I 

7.0 

COLUMN 

2S7 

251 

32 

570 

TOTAL 

5  j.A 

5.6 

100.0 

NLRBtF  Cf  MISSING  UbSt RV ATIOMS  =  lit 


Table  76 


CLINICAL  NURSING  RECORDS  STUDY 


"THE  'FOLDER'  TYPE  FORMAT  OF  THE  THERAPEUTIC  DOCUMENTATION 
CARE  PLANS  SHOULD  HAVE  THE  PATIENT  IDENTIFICATION 
BLOCK  PRINTED  ON  ALL  PAGES"  BY  TYPE  OF  PROVIDER 


lYf’L 

COUNT  I 

f-AFA  UAKL  RQk 


i  b 

I 

I 

11 

1 

11 

CLINK 

31 

TOTAL 

I 

I 

67 

1 

tb 

I 

A 

•.m4 

1 

139 

STFCNC-LY 

AGREc 

I 

I 

I 

I 

23.9 

♦- 

-4- 

•4 

■“4 

2 

I 

ICb 

I 

ICl 

1 

9 

I 

216 

ACKE£ 

1 

I 

1 

I 

37.5 

•»- 

•-4- 

-4 

•-4 

3 

I 

i:i 

I 

12 

1 

15 

1 

lEd 

DISACkEt 

1 

I 

I 

I 

32.3 

A 

I 

20 

I 

12 

I 

5 

1 

37 

STRLFGLY 

LISAGRE 

i 

I 

1 

I 

6. A 

4- 

-4- 

--’4' 

•■•4 

COLUMN 

29 1 

2E3 

3  3 

562 

TOTAL 

5C.9 

A3.t> 

5.7 

100.0 

MMEF  LF  MISSING  ObSERVAT IONS  = 


1-76 


Table  77 


CLINICAL  NURSING  RECORDS  StUDY 


"I  LIKE  THE  STURDIER  PAPER  ON  WHICH  THE  FORMS  ARE  PRINTED" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRKS  PAfA  HAM)  ROK 


I 

I 

11 

CLERK 

21 

31 

TOTAL 

LI# 

* 

1 

I 

143 

I 

9? 

I 

12 

I 

264 

STRONGLY  AGREE 

I 

1 

I 

I 

43.5 

*• 

-4- 

»  •••f  • 

2 

I 

126 

I 

134 

I 

19 

1 

279 

AtREt 

I 

I 

I 

I 

47.8 

♦  - 

•-4' 

•-4 

3 

I 

21 

I 

16 

I 

•s 

c 

I 

41 

r  ISAfRf fc 

1 

I 

I 

I 

7.0 

♦  - 

■  • 

•-4 

4 

I 

e 

I 

1 

1 

1 

I 

10 

STRONGLY  LISAGRt 

1 

I 

1 

1 

1.7 

+- 

--4- 

'  -4‘ 

•-4 

COLUMN 

298 

2S2 

34 

584 

10TAL 

M.O 

43.2 

6.8 

100. u 

MPHR  Of  PISSING  LibSERVATIl-NS  =  262 


1-77 


Table  78 


CLINICAL  NURSING  RECORDS  STUDY 


"HAVING  SEPARATE  PAGES  FOR  RECURRING,  DELAYED,  OR  PRN  ACTION 
ORDERS  IS  HELPFUL  TO  ME*'  BY  TYPE  OF  PROVIDER 


TYPiE 

COUNT  1 


IRNS 

FAl  A 

RARE 

ROW 

I 

CLERK 

TOTAL 

EU 

I 

11 

21 

31 

1 

I  121 

I 

lb 

I  15 

I 

210 

STRLKCLY 

ACREE 

I 

I 

1 

I 

37. A 

-4-. 

2 

I  1<*1 

I 

HI 

I  lb 

I 

3C0 

A(REE 

I 

I 

I 

1 

53.5 

,-4«. 

3 

1  2C 

I 

le 

1  1 

1 

59 

OISACRlt 

I 

I 

I 

I 

7.0 

.-4-.. 

<» 

I  7 

I 

<t 

I  1 

I 

12 

STKt&l  Y 

LlSAGKt 

I 

I 

I 

1 

2.1 

*  m  ^  m  m 

..4. 

COLUMN 

269 

239 

33 

561 

TOTAL 

SI. 5 

A2.6 

S.9 

100. 0 

NUMEP  OF 

PISSING 

ObSERVATiUNS 

S 

2feE 

1-78 


Tab  le  79 


CLIHICAL  NURSING  RECORDS  STUDY 

"TO  MYr KNOWLEDGE, THERE/WERE  NO  TREATMENT  OR  MEDICATION 
ERRORSsCOMMITTED^ONfMY  NURSING  UNrT;WHICH  COULD 
BE  BLAMED  ON  THE  NEW  FORMAT  OF  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLANS"  BY  TYPE  OF  PROVIDER 


TYPL 

COUNT  I 

IRNS  f-AFA  HUF 


El<; 

I 

I 

11 

21 

TOT^  L 

1 

I 

8A 

»  •  ▼  •  * 

I 

63 

•••  + 

1 

1A7 

STRLFGLY  A(,kE£ 

I 

I 

1 

26.1 

+  - 

2 

I 

122 

1 

13C 

1 

252 

Acpfr 

I 

I 

I 

Ae.  1 

■f- 

,-4«- 

•-4 

3 

I 

62 

I 

35 

1 

*^7 

UlSACRtS 

I 

1 

I 

lfc.5 

4- 

»•»•»«•  mm 

■>-4 

A 

I 

2C 

I 

e 

I 

28 

57FDUGLY  DISAGPE 

I 

1 

I 

5.3 

4- 

-4-- 

'-4 

COLUMN 

Zbt 

23C 

52  A 

total 

65.0 

A5.C 

ICO.C 

NLMEF  OF  MISSING 

OIS 

£KVATlt,NS 

: 

32 

ii 

1-79 


Table  80 


CLINICAL  NURSING  RECORDS  STUDY 


“I  WOULD  PREFER  TO  HAVE  THE  THERAPEUTIC  DOCUMENTATION  CARE 
PLANS  IN  A  SINGLE  SHEET  FORMAT  (LIKE  THE  'OLD'  TDs) 
EVEN  KNOWING  THAT  I  WOULD  HAVE  LESS  ROOM  FOR 
DOCUMENTATION"  BY  TYPE  OF  PROVIDER 


TYPc 

COUNT  I 

IPNS  f  ftf  WAkD  ROW 

I  CLfcRK  TOTAL 


I 

11 

21 

31 

1 

1 

22 

I 

lA 

I 

1 

I 

37 

iTFCKCLY  AGREE 

I 

I 

1 

I 

6.7 

♦  - 

>-♦ 

2 

2 

39 

I 

b'. 

I 

fc 

I 

97 

AtkEE 

1 

1 

I 

1 

17.5 

•»- 

•  •  4  ^  * 

-■f 

3 

I 

152 

I 

13A 

I 

le: 

I 

304 

LISACE  Et 

I 

1 

I 

1 

54.9 

k  *  aw 

-•4 

<1 

I 

7** 

I 

30 

I 

4 

I 

116 

STFLLGLY  CISAGPf. 

1 

I 

1 

I 

20.9 

COLUMN 

Ziil 

236 

31 

554 

TOTAL 

91. fc 

A2.t 

9.6 

100.0 

If fEF  OF  MISSING 

OLSEPVATILNS 

£ 

292 

1-80 


Table  81 


CLINICAL  NURSING  .RECORDS  STUDY 

"IF  A  SINGLE  SHEET  FORMAT  WERE: TOj BE  USED,  I  WOULD  PREFER 
A  MEDIUM  WEIGHT?  PAPER  <(LESS  BULKY  THAN  THE 
TESTED  PAPER)." ::BY  TYPE  OF  PROVIDER 


TYPt 

cot NT  1 

IPKS  PAKA  WARD  ROW 


t  ^  t 

1 

I 

11 

( 

21 

LLEKK 

31 

TOTAL 

c  ^  1 

1 

I 

21 

I 

12 

I 

3 

I 

36 

STPXNGLY 

AGREE 

I 

I 

1 

I 

6.5 

4-. 

-4- 

..4. 

*4 

2 

I 

^>9 

1 

71 

I 

1C 

I 

lAO 

AGFEf 

I 

I 

1 

I 

25.2 

4- 

••4- 

•-4 

...4 

3 

I 

163 

I 

127 

I 

16 

I 

30« 

lISACFtE 

I 

I 

1 

I 

55.4 

4- 

•-+- 

--4 

'-4 

I 

<•3 

I 

2  7 

I 

2 

I 

72 

STRIFGLY 

MSAGRt 

I 

I 

I 

I 

12.9 

4- 

--4- 

...... 

••'4 

--4 

tOLUMG 

2  Ob 

237 

33 

556 

TOTAL 

<12.6 

5>.9 

130.0 

MhBEF  CF  R  USING  LP.St  RVAT  If  n»S  = 


1-81 


Table  82 


CLINICAL  NURSING  RECORDS  STUDY 

"ALL  MEDICATION  AND  NONMEDICATION  FORMS  SHOULD 
REMAIN  COLOR  CODED"  BY  TYPE  OF  PROVIDER 


COUNT 

£22  ....... 

TYPE 

I 

INNS 

I 

I 

f  AR  A 

11 

WARD 

CLERK 

21  3 

1 

I 

I 

12A 

1  21 

STMKGLY  /i&RE5 

I 

« 

T 

A 

I 

2 

I 

I.:-! 

I 

U’l 

I  14 

1 

I 

»  »  4  »  « 

I 

3 

I 

9 

1 

3 

I 

OISAGRLt 

I 

^  « 

I 

I 

1 

3 

I 

I 

STKORGLY  LlSA&Rt 

I 

I 

I 

COLUMN 

296 

2<»& 

35- 

TOTAL 

bl.l 

*•2  •& 

6.0 

MNFEF  LF  KISSING  1 

DbSLkVATlONS 

SI 

267 

1-82 


Table  83 


CLINICAL  NURSING  RECORDS  STUDY 

'•YELLOW' HIGNtiGHTER  U^E'f^^^^^  REINS lATED  TO 
DISCONtiNijE  ORDERS"  BY  TYPE  OF  PROVIDER 


E25 


CUNT 


1 


STFCNGIY  AGREE 


ACPEE 


DISAGREE 


lYPL 

I 

IRNS 

1 

I 

.4«-  — 

I 
1 
♦ 

I 
I 
♦ 

1 
I 
♦ 

I 


f  AFA 


STPrEGLY  DI5AGRE  I 

♦ 

CULUWN 

TCTAL 


11 


KAkO 

CLERK 


21 

-• f* 


ise 

I 

I 

lie 

I 

1 

13 

1^  ^ 

tB 

I 

t7 

1 

10 

1 

I 

<»9 

•  T  • 

I 

36 

•T  •  • 

1 

6 

1 

1 

22 

m 

I 

lA 

•  ▼  • 

I 

6 

I 

a.  X  i» 

1 

mXm  a 

297 

•  ▼  • 

2A7 

3A 

61. A 

A2.7 

S.9 

31 

«-♦ 
I 
I 
♦ 
1 
I 

■f 

I 
1 

I 
1 
+ 


NtMlfk  DF  KISSING  OBSERVATIONS 


261 


1^83 


Table  &4 


CLINICAL  NURSING  RECORDS  STUDY 

"THE  INTEGRATED  PROGRESS:  NOTE  IMPROVES  COMMUNICATIONS 
CONCERNING  THE  PATIENT  AMONG  ALL  HEALTH  CARE 
PROVIDERS"  BY  TYPE  OF  PROVIDER 


tDl  O 


FJ 


AlPfcf 


DISACFIE 


TYPE 

1 

IkNS 

1 


F4f  A 


PFClFT  S- 
SILNAL 


I 

11 

1 

I 

X36 

1 

F9 

1 

(  7 

►  •  4 

1 

AGKU 

I 

I 

1 

1 

2 

1 

133 

I 

1 3t 

I 

PF 

"•4 

I 

1 

I 

1 

I 

3 

I 

2A 

1 

19 

>  * 

I 

<*2 

>«»4 

1 

1 

1 

1 

I 

I 

1C 

1 

3 

I 

22 

'•4 

I 

DISAGFt 

I 

1 

A  — 

I 

I 

CLLUMf. 

3C3 

247 

219 

.»4 

TtTAl 

39,  A 

?2.1 

2P,5- 

NUHEEK  OF  PISSING  OSSEFVATJCNS 


77 


Tab  le  85  ‘ 


CLINICAL  NURSING  RECORDS  STUDY 

"THE  INTEGRATED  PROGRESS  NOTE> HAS > ENCOURAGED  ME  TO  BE 
MORE  THOROUGH  IN  DOCUMENTATION"  BY  TYPE  OF  PROVIDER 


TYPE 

CfjtNT  I 

IRNS  PAFA  RDk 


F2 

1 

I 

11 

21 

TOTAL 

1 

1 

I 

69 

I 

16  7 

SIPLM^LY 

AGREE 

1 

I 

1 

3C.4 

♦  - 

2 

1 

121 

I 

143 

1 

264 

ACKEF 

1 

1 

1 

48.0 

4- 

»  « 

'»4 

3 

I 

69 

I 

37 

I 

1C6 

C'ISACREE 

1 

I 

1 

19.3 

4- 

•-4 

4 

i 

12 

I 

1 

1 

13 

STRC  N&LY 

L'lSAGRt 

I 

I 

I 

2.4 

4- 

•-4 

COLUMK 

JuC 

2t;'G 

55  0 

TOTAL 

54.5 

45.5 

ICC.C 

NtKPEF  DF 

hlSSlNG 

fJBSERV  ATHENS 

e 

296 

1-85 


Table  36 


CLINICAL  NURSING  RECORDS  STUDY 

"THE  INTEGRATED  PROGRESS  NOTE  HAS  ENCOURAGED  ME  TO  BE  MORE 
CONCISE  IN  DOCUMENTATION"  BY  TYPE  OF  PROVIDER 


TYPL 

COUNT  I 

IFNS  RtVf 


I 

I 

11 

21 

TOTAL 

1 

I 

99 

I 

tz 

I 

It  1 

STRONGLY 

AGKtc 

1 

1 

I 

29.4 

■-  +  - 

••4 

2 

1 

Iti 

I 

ISV 

1 

324 

AGNtf 

I 

I 

1 

b9.2 

4- 

-4- 

•-4 

3 

I 

2& 

I 

ii 

1 

b3 

1  ISACFU 

I 

I 

1 

9,7 

4- 

--4- 

'-4 

A 

I 

U 

I 

1 

I 

9 

57RCNGLY 

UIS/GFE 

I 

I 

I 

1.6 

4- 

•-4- 

•-4 

COLUMN 

3:0 

2A7 

S4  7 

TOTAL 

SA.t 

<(1.2 

ICO.C 

NUMEF  Of  HISSING  DP  St  F  VAT  IONS  =  29V 


1-86 


Table  87 


CLINICAL  NURSING  RECORDS  STUDY 

"THE  INTEGRATED  PROGRESS  NOTE  LESSENS  FRAGMENTING  OF 
INFORMATION  IN  THE  PATIENT  RECORD" 

BY  TYPE  OF  PROVIDER 


TYPE 

COlNT  I 


IKhS 

FAR  A 

f  KLEES- 

RUK 

I 

SILKAL 

TOTAL 

FA 

I 

•  -4  m. 

11 

21 

AI 

1 

I 

113 

I 

65 

* 

1 

6A 

•4 

I 

2A2 

STPCFGLY 

AGKEE 

I 

I 

I 

1 

31.6 

'-4 

2 

I 

139 

I 

15  3 

1 

EA 

1 

396 

AGREE 

I 

I 

I 

I 

51.6 

•»4 

-4 

3 

I 

2A 

I 

27 

I 

At 

1 

97 

LISAGREL 

I 

1 

I 

1 

12.6 

4- 

•-4' 

--4 

-4 

A 

I 

7 

I 

1 

I 

2  A 

I 

32 

STFLM  l  Y 

UlbAGRE 

I 

I 

I 

I 

A. 2 

4- 

••>4 

•-4 

'•4 

CULUNN 

3-J3 

2A6 

216 

767 

TOTAL 

39.5 

32.1 

2B ,  A 

103. 0 

MM-EF  If  fUESlNG  ULSEKVATUnS  =  7t 


Table  8G 


CLINICAL  NURSING  RECORDS  STUDY 


"THE  INTEGRATED  PROGRESS  NOTE  LESSENS  THE  AMOUNT  OF 
INFORMATION  EVERYONE  MUST  DOCUMENT" 

BY  TYPE  OF  PROVIDER 


7YP£ 

COUNT  I 

I  HNS  lARA  FHOFfS*  RLll< 


H  t 

1 

1 

11 

c 

:i 

idmal 

41 

TOTAL 

r : 

1 

I 

1C5 

I 

C4 

I 

I 

19b 

STF  ONGl  Y 

ACHtE 

1 

I 

I 

I 

25.4 

♦— 

•-4- 

--4- 

2 

I 

I 

123 

f 

i 

7 

I 

339 

A(R£C 

I 

I 

I 

I 

44.2 

*• 

.-4- 

•-4- 

•-4 

3 

I 

4C 

I 

40 

I 

96 

I 

164 

PISACFtE 

I 

I 

I 

1 

24. u 

4- 

•-4 

A 

I 

11 

I 

I 

36 

I 

49 

STRONGLY 

DISAGRE 

I 

1 

I 

I 

6.4 

4- 

•-4- 

--4- 

>•-4 

COLUMN 

302 

247 

217 

767 

total 

29. S 

22.2 

2B.3 

100.0 

NUHFtF  OF  KISSING  OBStRVATiLNS  =  79 


Table  89 


CLINICAL  NURSING  RECORDS  STUDY 


"THE  INTEGRATED  PROGRESS  NOTE  ENCOURAGES  ME  TO 
READ  NARRATIVE  NURSING  NOTES  MORE  THAN  I 
DID  IN  THE  PAST"  BY  TYPE  OF  PROVIDER 


TYPE 

CLINT 

I 

IFROFES- 

RDW 

ISUiNAL 

TLTAL 

1 

m 

F6  - - 

-4 

1 

I 

<>b 

1 

Ab 

S.TKC^ClY  AGRtE 

I 

1 

21.9 

-4 

2 

I 

93 

1 

93 

ACFLt 

1 

I 

<»2.5 

4 

-4 

3 

I 

bC 

1 

K  .t 

1  ISACKit 

i 

1 

22. e 

4' 

-4 

I 

2B 

I 

26 

STFLRGIY  DISAGRE 

I 

I 

12.6 

4 

‘-4 

COLUMR 

219 

219 

TC7AL 

1  v/0  •  C 

1C  0.0 

MMrEL  LF  PISSING 

CB 

SCPVATILN 

c.  • 

627 


Table  90 


CLINIGAL  NURSING  RECORDS  STUDY 

"THE. INTEGRATED  PROGRESS  NOTE  MAKES  IT  EASIER  TO 
DETERMINE'WHAT  IS  HAPPENING  WITH  MY  PATIENT" 

BY  TYPE  OF  PROVIDER 


TYPE 

CObMT 

I 

IPFCFES- 

PliL 

ISIDNAL 

TLT/L 

1 

41 

F7  - 

.4....... 

-4 

1 

I  AA 

I 

44 

SlFCl'GLY  AGREE 

I 

I 

2c  *0 

4....... 

-4 

2 

1  92 

1 

92 

A(Rtl 

I 

1 

4i.e- 

4  — — 

-4 

3 

I  bA 

1 

14 

LI  LACK  EL 

I 

1 

14.9 

4  —  - - 

-4 

4 

1  3, 

1 

‘4  1 

nhCKGLY  I'lSAGKt 

1 

I 

13. fc 

4----  — 

-4 

CDLUMN 

220 

2  2  0 

TOTAL 

1  w  L  •  U 

KC.C 

KUKELF  Cf  KISSING 

OESt  RVATIbNl 

s 

1^90 


1-91 


Table  92 


CLINICAt  NURSING  RECORDS  STUDY 

"THE  INTEGRATED  PROGRESS  NOTE  ENCOURAGES  ME  TO  READ  OTHER 
CARE  PROVIDERS'  NOTES"  BY  TYPE  OF  PROVIDER 


CDliNT 

TYPE 

1 

IRRS 

I 

1 

PARA 

11 

21 

PDR 

TOTAL 

r  * 

■ 

1 

I 

146 

I 

7fc 

1 

224 

STFttGlY  AGREE 

1 

I 

I 

40.3 

•«+ 

2 

I 

137 

1 

147 

1 

2e4 

AtFtf 

I 

1 

1 

•il.l 

•“+ 

3 

I 

IV 

I 

2  2 

1 

41 

L  ISACKl  c 

I 

1 

I 

7.4 

+  • 

,-4.. 

•-4 

<» 

i 

6 

1 

? 

1 

7 

ETRINGIY  CISAGRE 

I 

1 

1 

1.3 

..4-. 

•-4 

tULUMN 

307 

249 

ttt 

TOTAL 

44  .0 

I'lO.C 

rUKtEF  LI  MISSING 

CbSERVATlONS 

4: 

9f) 

1-92 


Table  93 


CLINICAii  NURSING  RECORDS  STUDY 


“THE  INTEGRATED  PROGRESS  NOTE  SHOULD  BE  USED  AT  ALL 
ARMY  HOSPITALS"  BY  TYPE  OF  PROVIDER 


TYPE 

COLNT  I 


I  RMS 

I 

I 

PARA 

11 

PROFES¬ 

SIONAL 

21 

41 

‘«»4 

ROW 

TOTAL 

FIO  - — 

1 

1  16P 

1 

100 

1 

I 

322 

STRCf'&lY  AGREE 

1 

1 

1 

I 

42.3 

-♦ 

Z 

I  117 

1 

131 

1 

78 

I 

326 

AGREE 

I 

1 

I 

I 

42.8 

♦— — — 

••4 

3 

1  12 

1 

12 

1 

3B 

I 

62 

CISAGF.CE 

I 

1 

I 

1 

8.1 

.-4. 

h 

I  5 

I 

2 

I 

1 

51 

STRCNGLY  DISAGRt 

I 

1 

1 

1 

6.7 

••4- 

COLUMA' 

302 

2A5 

21A 

761 

TOTAL 

39.7 

32.2 

28.1 

I'OO.O 

NUPfctF  IT  hISSING  UBSERVATItiNS  =  EE 


Table  94 


CLINICAL  NURSING  RECORDS  STUDY 

M,HAD  LITTLE  DIFFICULTY  IDENTIFYING  WHO  WROTE  PREVIOUS 
NARRATIVE  NOTATIONS"  BY  TYPE  OF  PROVIDER 


CDtNT 

TYPE 

I 

IPM.iFCS* 

KbK 

Fll  . 

ISIDNAL 

I 

41 
•-  + 

Tl  TAL 

1 

I 

32 

I 

32 

STPl^GlY  AGREE 

I 

I 

14,6 

2 

i 

126 

1 

1^6 

ACKIF 

I 

1 

*6.3 

3 

I 

42 

I 

42 

DIS/lFEf 

I 

I 

19.4 

4 

f - 

I 

16 

I 

16 

STRLRGIY  DISAGRE 

I 

I 

7.4 

COLUMN 

TOTAL 

♦  - 

216 

1 C  U  »  0 

-4 

216 

V  C,C 

KOMUf.  OF  MISSING  1 

LiCStFVATIC/NS 

s 

630 


Tabti  95 


CLINICAI.  NURSii^  REC5Rb§  STUbV 

»!  HAD  NO  OlfFICULTY  DISTiNdDiSHiNG  NURSiNG  NOTAtlONS  FROM 
THOSE  OF'OTHER  DISCiPlilNES"  BY  TYPE  OF  PROVIDER 


F12 

COUNT 

TYPE 

I 

IRNS 

I 

1 

PARA 

11 

PRCFES- 

SICINAL 

21 

41 

A 

ROh 

TOTAL 

.  . 

I 

I 

13b 

I 

62 

I 

43 

1 

240 

STFCNGLY 

AGREE 

I 

1 

1 

I 

31.5 

4* 

-4- 

‘-4* 

-4 

2 

I 

147 

I 

148 

I 

137 

I 

432 

ACREE 

1 

I 

I 

I 

56.6 

4« 

-4- 

•-4' 

>•4 

3 

I 

18 

I 

32 

I 

28 

1 

78 

DISAGREE 

I 

I 

I 

I 

10.2 

4< 

->4- 

•-4- 

*-4- 

I 

b 

I 

2 

I 

6 

1 

13 

STROKE  Y 

DISAGRE 

I 

I 

1 

I 

1.7 

4- 

-4- 

—4' 

•-4 

COLUHF 

3C5 

244 

214 

763 

TOTAL 

40.0 

32.  C 

28. C 

100.0 

NtHER  CF  FflSSlNG  CBSERVATIGN5  »  83 


i^95 


Table  96 

CLINICAL  NURSINCi;  RECORDS  STUDY 

I  HAD  LHTLE  DIFFICULTY  LOCATING  MY  .PREVIOUS  NARRATIVE 
NOTATIONS"  BY  TYPEsOF  PROVIDER 


TYPE 

CCUNT  1 

IPKQFhS-  FLK 

1  SIGNAL  TtTAL 

1  AI 

Fir  - ♦ . — -+ 

II  I 

STRCNGIY  AGREE  1  I  22.3 

2  I  lit.  I  lit 

ACFfcE  I  1  SA.C 

3  I  3f.  I  3*> 

LISACFtE  I  1  16.3 

k  I  if.  I  lb 

STRIN6LY  DISAGKl.  I  I  7.0 

6  1  II  1 

1  I  .b 

CDLUMN  216  215 

TtTAL  10-.!.  0  160.  C 


NtFtEf  LF  MISSING  GBSERVATILNS 


631 


Table  97 


CLINICAL  NURSIHG  RECORDS  STUDY 

“PHYSICIANS  ONiMYnNURSINO  UNIT  SEEMED  TO  LIKE  HAVINfi 
NARRATIVE  ;NURSINGi COMMENTS  INTEfiRATED  WITH 
OTHER  PATIENT  CARE  DOCUMENTATION" 

BY  TYPE  OF  PROVIDER 


lyPtL 

CLUNT  1 

IkNS  PAFA  RDk 


1 

I 

11 

21 

TCTAL 

•  AV  m  m  rnmmmm 

1 

I 

<♦6 

I 

:<2 

I 

78 

STRtNGLY  AGREE 

I 

I 

1 

15. e 

♦- 

.•4.. 

••4 

2 

I 

15C 

I 

142 

1 

292 

ACFtt 

I 

1 

I 

59.2 

■•4-« 

»»  m  m 

►  •4 

3 

1 

63 

I 

34 

I 

97 

1 ISAGFEE 

I 

I 

1 

19.7 

•-4 

1 

16 

I 

1C 

! 

26 

STRtlGLY  CISaGRE 

I 

I 

1 

5.3 

4« 

.4.. 

>•4 

CCLUMri 

275 

218 

493 

TCTAL 

55  .B 

44.2 

KC.C 

RUtLF  LF  KISSING 

LbSERVATItNS 

ft 

35 

Table  90 


CLINICAL  NURSING  RECORDS  STUDY 


"OTHER  HEALTH  CARE  PROVIDERS  (e.g.,  PHYSICAL  THERAPIST, 
DIETITIAlN,  SOCIAL  WORKER)  SEEMED  TO  LIKE  HAVING 

narrative  nursing  comments  integrated  with 

OTHER  PATIENT  CARE  DOCUMENTATION" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS  FAF.A  RbK 


I 

1 

11 

21 

TOTAL 

1 

I 

1 

39 

I 

EA 

STRCRGLY 

AGREE 

1 

I 

I 

17.7 

■-4- 

•-4 

2 

I 

ibl 

I 

15;4 

1 

333 

AGREE 

I 

1 

1 

7C.5 

♦  - 

--4- 

3 

I 

2f; 

1 

lb 

1 

At 

DlSACRf c 

I 

1 

1 

9.7 

4- 

-4- 

I 

6 

I 

A 

I 

K 

STRONGLY 

DISAGRE 

I 

I 

I 

2.1 

4- 

>-4- 

►-4 

CULUHN 

26C 

213 

A73 

TOTAL 

5A.7 

AS. 3 

ICO.O 

NLMfcER  CF  HISSING  CfbSERV ATI ONS  *  371 


Tab^e  99 

CLIHlp^t,  ^JPPT 

"ALTHOUGH  THE  GUIDELINES  READ  THAT  ALL  NURSING  PERSONNEL 
WERE  AUTHORIZED  TO  CH/^RT.QN  THE  PRpG|ESS  NOTES.  THERE 
WERE  SOME  EXCEPTIONS  TO  THIS  PQUCY  ON  MY 
NURSING  UNIT"  BY  TYPE  OF  PRpVIDER 


TYPE 

CCUWT  1 

IRKS  PARA  ROW 


I 

1 

11 

21 

TOTAL 

IC 

1 

I 

H 

I 

19 

1 

33 

SI  wo  KG  LY 

AGREE 

I 

I 

I 

6.3 

•-4 

2 

1 

f»V 

I 

65 

I 

114 

AtRLE 

1 

I 

I 

21.8 

♦  - 

>•4— 

••4 

3 

1 

148 

1 

12C 

1 

2te 

DISAGREE 

I 

1 

1 

5  1.2 

»  a»  ^ 

•-4 

H 

I 

73 

1 

35 

1 

1C8 

SIWLKGLY 

ClSAGRt 

I 

I 

1 

2G.7 

♦  - 

mm^rn 

•  •4 

CCLUMK 

284 

239 

52  3 

lOTAl 

S4.3 

45.7 

KC.C 

NtRtER  DR  f^lSSING  OBSERVATILNS  *  323 


Table  100 


CLINICAL  NURSING  RECORDS  STUDY 


"IN  MY  OPINION,  THE  BOTTOM  LINE  TO  EVERYTHING  WE  HAVE 
TESTED  IS.  .  ."BY  TYPE  OF  PROVIDER 


TYPc 

CGLNT  I 

IRNS  PAPA  WARD  ROW 


I 

I 

11 

CLERK 

21 

31 

TOTAL 

Gi 

1 

1 

111 

1 

13t 

1 

!<• 

I 

263 

IKPLFMENl  iiXACTL 

I 

1 

1 

I 

53.1 

4- 

•-4 

2 

I 

3 

I 

t 

1 

3 

1 

12 

Cr  fc/CK  TO  OLD 

I 

I 

1 

I 

2.4 

♦  - 

- 

•-4 

■-4 

3 

1 

IA7 

I 

1  c 

I 

11 

I 

220 

IMPLEMENT  W  KOOI 

1 

1 

1 

I 

44.4 

♦  - 

•-4 

•-4 

COLUMN 

261 

206 

28 

495 

TOTAL 

52.7 

<»1.6 

5.7 

100.0 

M'HEF  Of  KISSING  CBSERVATIGNS  351 


Table  101 


CONICAL  NOTING  fRECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  THE  TEST  FORMS 
BY  TYPE  OF  PROVIDER 


PAGE  1  OF  7 


TYPE 


CONMEMTS 


OR  ORDER  nEN  SAT 


COUNT 
ROH  PCT 
COL  PCT  I 
TAB  PCt  1 

1  1 
1 
1 
I 


IRN 

I 


PARA 


WARD 

CLERK 


PROFES' 

SIGNAL 


ROW 

TOTAL 


OR  ORO  «^S INGLE  ACT 


OR  DROnASr  REFER 


OR  ORO-GcN-PAPERHRK 


OR  0R0*C3NFUS-TINE 


OR  ORO-NISS  ORDERS 


OR  ORO-STIL  TRANSC 


COLUMN 

TOTAL 


1 

1 

2 

1 

3 

1 

4 

1 

13 

1 

28 

1 

11 

1 

11 

1 

63 

20.6 

1 

44.4 

1 

17.5 

1 

17.5 

1 

17.0 

18*3 

I 

17*5 

1 

15.3 

1 

16.2 

1 

3.5 

1 

7.8 

1 

3.0 

1 

3.0 

1 

-+• 

— »• 

1 

1 

6 

1 

0 

1 

3 

1 

10 

10.0 

1 

60«0 

1 

0.0 

1 

30.0 

1 

2.7 

1.4 

I 

3.8 

1 

0.0 

1 

4.4 

1 

0.3 

1 

1.6 

1 

0.0 

1 

0.8 

1 

0 

1 

7 

1 

2 

1 

0 

1 

9 

0*0 

1 

77.8 

1 

22.2 

1 

0.0 

1 

2.4 

0.0 

1 

4.4 

1 

2.8 

1 

0.0 

1 

0«0 

1 

1.9 

1 

0.5 

1 

0.0 

1 

•4 

PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 
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Table  101 


ClINiCAL  NURSINf  RECORDS  STUDY 
6ENERAI' COMMENTS  REGARDING  THE  TEST  FORMS 


BY  TYPE  OF  PROVIDER  (CONTINUED) 


PACE  2  OF  7 

TYPE 

COUNT 

IRN 

PARA  WARD  PROFES- 

ROW  PCI 

1 

CLERK  SIGNAL 

COL  PCT 

1 

TAB  PCT 

1 

11  2  1  3  1  4  1 

COMHENTS 


6 

1 

6 

1 

7 

I 

6 

1 

3 

DR 

ORD-MISC  PROBLEM 

1 

27.3 

1 

31.8 

1 

27.3 

1 

13.6 

1 

8*5 

i 

4.4 

1 

8.3 

1 

4.4 

1 

1.6 

1 

1.9 

1 

1.6 

1 

0.8 

9 

1 

8 

1 

30 

1 

17 

1 

4 

DR 

ORO  1-SHEET  PREFR 

1 

13.6 

1 

50.8 

1 

28.8 

1 

6.8 

1 

11.3 

1 

18.8 

1 

23.6 

1 

5.9 

1 

2.2 

1 

8.1 

1 

4.6 

I 

1.1 

10 

1 

2 

1 

4 

I 

2 

I 

0 

DR 

ORD  REDISN  COMMNT 

1 

25.0 

1 

50.0 

1 

25.0 

1 

0.0 

11 

509+  SEN  SITISFACT 


12 

509*IMPR3V=S  COHMUN 


13 

509+  KEEP 


14 

509-  SEN  PROBLEMS 


COLUMN 

T3TAL 


1 

2.8 

1 

2.5 

1 

2.8 

1 

0.0 

1 

1 

0.5 

1 

1.1 

1 

0.5 

1 

0.0 

I 

1 

18 

S 

27 

1 

14 

I 

18 

1 

1 

23.4 

1 

35.1 

1 

18.2 

1 

23.4 

1 

1 

25.4 

I 

16.9 

1 

19.4 

1 

26.5 

1 

I 

4.9 

1 

7.3 

1 

3.8 

i 

4.9 

1 

1 

0 

i 

6 

1 

3 

1 

2 

i 

1 

0.0 

1 

54.5 

1 

27.3 

i 

18.2 

1 

1 

0.0 

1 

3.8 

1 

4.2 

1 

2.9 

1 

1 

0.0 

1 

1.6 

1 

0.8 

I 

0.5 

1 

1 

1 

I 

6 

1 

6 

1 

0 

1 

1 

7.7 

1 

46*2 

1 

46.2 

1 

0.0 

1 

1 

1.4 

1 

3*8 

1 

8*3 

1 

0.0 

I 

1 

0.3 

1 

1.6 

1 

1.6 

I 

0.0 

1 

_ _ 6. 

•T* 

_x  I  ■ 

i 

1 

1 

2 

I 

2 

1 

1 

1 

1 

16.7 

1 

33.3 

1 

33.3 

I 

16.7 

1 

I 

1*4 

1 

1*3 

1 

2.8 

1 

1.5 

1 

1 

0.3 

1 

0*5 

1 

0.5 

1 

0.3 

I 

71 

160 

72 

68 

19*1 

43.1 

19.4 

18*3 

ROW 

TOTAL 


22 

5.9 


59 

15.9 


8 

2.2 


77 

20.8 


11 

3.0 


13 

3.5 


6 

1.6 


371 

100*0 
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[Table  101 


CLINICAL  RECORDS  5|UDY 

GENERAL  COMMENTS,  REGARDING,  ^THE-TEST  FORMS 
BY.IYPE  OF  PROVIDER  (CONTINUED) 


RA6E  3  OF  7 

TYPE 


COUNT 

IRN 

PARA 

WARD 

PROFES- 

ROM  PCT 

1 

CLERK 

SIONAL 

RON 

COL  PCT 

1 

TOTAL 

TAD  PCT 

1 

1 

1 

2 

1 

3 

1 

4 

1 

C.UHHtNTS 

mm 

■•t 

15 

1 

2 

1 

6 

1 

0 

1 

0 

1 

8 

509-PARAPR0F  ENTRY 

1 

25.0 

1 

75.0 

1 

0.0 

1 

0.0 

1 

2.2 

1 

2*8 

I 

3.8 

I 

0.0 

1 

0.0 

1 

1 

0.5 

1 

1  *6 

1 

0.0 

1 

0.0 

1 

4- 

*♦— 

-♦-« 

-4 

16 

1 

2 

1 

5 

1 

4 

1 

5 

I 

16 

509-OECR  OOCUtLECAL 

1 

12.5 

1 

31.3 

I 

25.0 

1 

31.3 

I 

4.3 

1 

2*8 

1 

3.1 

1 

5.6 

1 

7.4 

1 

1 

0*5 

1 

1.3 

1 

1.1 

1 

1.3 

■  HAM 

1 

* 

IT 

1 

1 

1 

2 

1 

0 

1 

1 

1 

4 

5O9-M0S  OOMT  LKE 

1 

25«0 

1 

50.0 

I 

0.0 

1 

25.0 

1 

1.1 

1 

l.A 

1 

1.3 

1 

0.0 

1 

1.5 

1 

1 

0.3 

1 

0.5 

1 

0.0 

It  i_  It »  ■ 

1 

,^JL^ 

0.3 

1 

m 

18 

1 

2 

1 

0 

1 

0 

1 

0 

1 

2 

509-3JT  OF  SEQUENCE 

1 

100.0 

1 

0.0 

1 

0.0 

1 

0.0 

1 

0.5 

1 

2.8 

1 

0.0 

1 

0.0 

I 

0.0 

I 

1 

0*5 

1 

0.0 

I 

0.0 

1 

0.0 

1 

♦- 

-4- 

—4 

19 

I 

2 

1 

3 

1 

0 

1 

1 

1 

6 

509>C0NFUS»FRACHNT 

1 

33.3 

1 

50.0 

I 

0.0 

1 

16.7 

1 

1*6 

1 

2.8 

1 

1.9 

1 

0.0 

1 

1.5 

1 

1 

0.5 

1 

0.8 

1 

0.0 

I 

0.3 

1 

^  ******  * 

20 

1 

6 

1 

9 

1 

3 

1 

3 

1 

21 

509-M3TES  RUALITY 

1 

28.6 

1 

42.9 

1 

14.3 

1 

14.3 

1 

5.7 

1 

8*5 

1 

5.6 

1 

4.2 

I 

4.4 

1 

1 

1*6 

T 

2.4 

1 

0.8 

1 

0.8 

I 

T' 

A.  4  «  XII  J 

.  m.j.  • 

21 

1 

1 

1 

2 

1 

0 

1 

1 

1 

4 

509-ID  OF  SOURCE  ; 

1 

25.0 

1 

50.0 

1 

0.0 

1 

25.0 

1 

1.1 

■ 

1 

liA 

1 

1.3 

I 

0.0 

1 

1.5 

1 

~  ^  - 

1 

0.3 

1 

0.5 

1 

0.0 

1 

0.3 

1 

♦- 

-4h-. 

-4- 

'-“4 

COLUMN? 

' 

71 

' 

160 

72 

68 

371 

TOTAL 

19.1 

43.1 

19.4 

18.3 

100.0 

.1-103 


Table  101 


;  CklNICAL ‘NURSING  RECORDS  STUDY 

GENERAL  COMMENTS  REGARDING  THE  TEST  FORMS 
BY. TYPE‘  OF‘  PROVIDER  (CONTINUED) 


i>ACE  \  OF  1 

TYPE 


I  COUNT 

I  ROM  PCT 
f  COL  PCT 
i  TAB  PCT 

IRN 

I 

I 

I 

1 

1 

PARA 

1  2 

WARD 

CLERK 

I  3 

PROFES¬ 

SIONAL 

I  4 

1 

ROW 

TOTAL 

wunncfii>  • 

*4- 

;  22 

I 

1 

I 

8 

I 

5 

1 

3 

1 

17 

I  509  GO  BACK  TO  SEP  N 

1 

5.9 

47.1 

1 

29.6 

1 

17.6 

1 

4.6 

i 

1 

1.4 

1 

5.0 

1 

6.9 

i 

6.4 

1 

1 

0.3 

1 

2.2 

I 

1.3 

I 

0.8 

1 

; 

♦— 

26 

1 

11 

I 

23 

1 

11 

1 

6 

1 

51 

3888-2  nBH  COMMENT 

1 

21.6 

1 

45.1 

I 

21.6 

I 

11.8 

1 

13.7 

1 

15.5 

1 

14.4 

1 

15.3 

1 

8.8 

I 

1 

3.0 

1 

6.2 

1 

3.0 

I 

1.6 

1 

♦— 

— — — 

*4 

25 

1 

2 

1 

1 

1 

3 

1 

2 

1 

8 

3888-2-OLO  BETTER 

1 

25.0 

1 

12.5 

1 

37.5 

1 

25.0 

I 

2.2 

1 

2.8 

1 

0.6 

1 

4.2 

1 

2.9 

1 

I 

0.5 

1 

0.3 

1 

0.8 

1 

0.5 

1 

♦— 

26 

1 

10 

I 

22 

I 

8 

I 

12 

i 

52 

3888-2  REDESIGN  CM7S 

1 

19.2 

1 

42.3 

1 

15.4 

I 

23.1 

1 

16.0 

1 

16.1 

1 

13.8 

1 

11.1 

I 

17.6 

1 

1 

2.7 

1 

5.9 

1 

2.2 

I 

3.2 

1 

♦— 

»-♦- 

27 

1 

0 

1 

1 

1 

0 

I 

0 

1 

1 

3888-2  OVERPRINT  CMT 

1 

0.0 

1 

100.0 

I 

0.0 

I 

0.0 

1 

0.3 

1 

0.0 

1 

0.6 

1 

0.0 

I 

0.0 

1 

t 

I 

0.0 

I 

0.3 

1 

0.0 

1 

0.0 

1 

) 

♦— 

— — 

»♦- 

-♦ 

{  28 

I 

6 

1 

3 

I 

0 

I 

0 

1 

7 

1  3888-2  SPECIFIC  PROS 

57.1 

I 

42.9 

1 

0.0 

1 

0.0 

1 

1.9 

1 

1 

5.6 

I 

1.9 

I 

0.0 

I 

0.0 

I 

1.1 

1 

0.8 

1 

0.0 

1 

0.0 

1 

29  1  15  1  22  1  11  1  10  1  56 

3888-3  *  COMMENTS  I  25.9  I  37.9  1  19.0  1  17.2  1  15.6 


1  21;.l  1  13.8  1  15.3  1  16.7  I 


. 

4.0 

1  5.9  1 

3.0  1 

2.7 

1 

COLUMN 

'  71 

160 

72 

68 

•4 

371 

TOTAL 

19.1 

43.1 

19.4 

18.3 

100.0 
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Table  101 


.GENERAL  comments  REGARDING  THE  TEST  FORMS 
BY  TYPE  . OF  PROVIDER  (CONTINUED) 


PACE  S  OF  7 


TYPE 

COUNT  IRN 
ROM  PCT  1 
COL  PCT  1 
TAB .PCT  1 


COMMENTS 


388B-3-NEVER  USE 


3e88>4e  COMMENTS 


4 

19.0 

5.6 

1*1 

14 

23*7 

19.7 

3*8 


3888-4-3L0  BETTER 


3888-4  RSOESICN  CMTS  1 

1 


3888-4  Mi  SC  COMMENTS  I 

1 


3 

27.3 

4.2 

0.6 


3888-S^  KEEP 


3888- 


36 

SeRcOElllcN  CMT 


COLUMN 

TOTAL 


PARA 


WARD 

CLERK 


PROFES¬ 

SIONAL 


RON 

TOTAL 


1  2  I 

1  11  1 
1  S2.4  1 

1  6.9  1 

1  3*0  1 

I  24  1 

I  40.7  I 
I  15.0  I 
I  6.5  1 


3  I 


4  1 


3  I  3 
14*3  1  14.3 

4.2  1  4*4 

0*8  1  0*8 

11  1  10 
18.6  I  16.9 
15.3  1  14.7 

3*0  1  2*7 


I  0  1 

1  0.0  1 

I  0.0  1 

I  0.0  1 

I  4  I 

1  36.4  1 

I  2.5  1 

1  1.1  1 


11  2  1 
33.3  I  66.7  1 

1*4  1  1.3  I 

0*3  1  0.5  1 

11  1  27  1 

16*9  1  41.5  1 

15*5  1  16*9  1 

3*0  1  7*3  1 


2  1  1 

66.7  1  33*3 

2*8  1  1.5 

0.5  I  0.3 

0  1  4 

0*0  1  36.4 

0.0  I  5.9 

0.0  1  1.1 

0  I  0 

0.0  1  0.0 

0*0  1  0*0 

0*0  1  0*0 


5  1  6  1 

17.9  I  21.4  I 

7*0  1  3*8  i 

1*3  I  1.6  1 

71  1-  160 

19*1  43.1 


12  1  15 

18*5  I  23*1 
16.7  1  22.1 

3*2  1  4*0 

6  1  11 
21*4  1  39.3 

8*3  1  16*2 

1*6  1  3*0 


72 

19.4 


68 

18*3 


59 

15.9 


65 

17.5 


I  7.5 
1 


371 

100.0 


1-105 
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GENERAL  COMMENTS  REGARDING  THE  TEST  FORMS 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


PAGE  6  OF  7 


COMMENTS 


COUNT 
ROM  PCI 
COL  PCT 
TAB  PCT 

37 


3888*5«NJLT101SC1P 


38 


38B8-'3*0c0JN0ANT 


39 

38B8'5  HIS  COMMENTS 


TYPE 

IRN  PARA 

1 

111 

1  0  1  6 

1  0*0  1  85.7 

1  0.6  1  3.8 

1  0.0  I  1.6 

1  11  b 

1  11.1  1  66.7 

1  1.4  1  3.8 

1  0.3  1  1*6 

I  II  2 

1  25.0  1  50.0 

I  1.4  1  1.3 

1  0.3  I  0.5 


NARO  PROPES- 

CLERK  SIGNAL 


I 

•4* 

1 

1 

I 

1 


3  1 

'4- 
1 
1 
I 
1 


1 

1 

1 

1 


0 

0.0 
0.0 
0.0 

2  I 
22.2  1 
2.8  1 
0.5  1 

0  1 


1 

-4 
1  1 
14.3  1 

1.5 
0.3 


0.0 

0.0 


1 
1 

0  1 

0.0  1 

0.0  1 

0.0  1 

1 
1 
1 


1 

25  .0 
1.5 


0.0  1  0.3  1 


4- 

-4- 

-4- 

•4 

40 

1 

13 

1 

21 

1 

11 

1 

4 

1 

CHANGES 

1 

26.5 

1 

42.9 

1 

22.4 

1 

8.2 

1 

I 

18.3 

I 

13.1 

1 

15.3 

1 

5.9 

1 

1 

4- 

3.5 

1 

-4- 

5.7 

1 

-4- 

3.0 

1 

-4— 

1.1 

1 

-4 

41 

TOS  RcOESISN  CONMNTS 


42 


TDS  COOING  ISSUES 


43 


1 

1 

1 

1 

4- 

I 

1 

1 

1 

4- 

I 


12  1 
20.3  1 

16.9  I 

3.2  1 
•4 

1  1 

8.3  1 

1.4  1 
>0.3  i 

— -4- 
3  1 


23 

39.0 

14.4 

6.2 

4 

33.3 

2.5 

1.1 


I 

1 

1 

1 

►4' 

I 


8  I 
13.6  1 

11.1  1 
2.2  I 

6  I 


1  50.0  1 


1 

I 


8.3  1 

1.6  1 


8  I 


tOSOLD  BETTER 


COLUMN 

total 


1 

17.6 

1 

47.1 

1 

23.5 

1 

4*2 

i 

5.0 

1 

5.6 

I 

0.8 

i 

2.2 

1 

MX 

.760 

43.1 

12 

19.4 

-4- 

1 

1 


ROW 

TOTAL 


7 

1.9 


9 

2.4 


4 

1.1 


49 

13.2 


59 

15.9 


12 
^  3.2 


17 

4.6 


371 

100.0 
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Table  101 


CLINICAL  NURSING rRECOROS  STUDY 
GENERAL  COMMENTS  REGARDING  THE  TEST  FORMS 

BY '  tVpe  ^of  prSvidIr  '  (Mtinue 


»A6E  t  OP  7 


,  ;  tm 

count  IRN 
ROM  FCT  I 
COL  PCT  t 


PARA 


HARD 

CLERK 


PRQFES* 

SIGNAL 


ROW 

TOTAL 


TAB  PCT 

I 

1 

1 

2 

T 

3 

I 

4 

1 

f 

UijPVffcNr5  ^ 

■  ■  «  U  M 

I 

•  44  ■ 

11 

2 

1 

2 

1 

3 

1 

18 

{ 

I 

TDS  OVERPRINT  COHHEN 

61»1 

11^1 

1 

11*1 

i 

16*7 

1 

4*9 

1 

1 

1 

15.5 

1 

1.3 

I 

2*8 

1 

4*4 

1 

! 

j 

V. 

1 

:  3^0 

1 

0*5 

I 

0*5 

1 

0.8 

1 

-4— 

.•4.. 

-4 

i 

45 

1 

11 

I 

21 

I 

8 

1 

11 

1 

51 

i 

GENeSrS  CHG  CNTS 

1 

21.6 

1 

41*2 

15*7 

I 

21.6 

I 

13.7 

i 

I 

15.5 

1 

13*1 

1 

11*1 

1 

16*2 

I 

j 

i 

1 

3.0 

1 

5*7 

I 

2.2 

1 

3*0 

1 

1 

-4— 

-4 

i 

46 

1 

2 

1 

6 

I 

8 

1 

2 

1 

18 

\ 

6EN  -CNrS»OLO  BETTR 

I 

ll.l 

I 

33*3 

44*4 

1 

11*1 

I 

4.9 

\ 

1 

2.8 

1 

3*8 

1 

11*1 

I 

2.9 

1 

j 

I 

0.5 

1 

1*6 

I 

2*2 

1 

0.5 

I 

4— 

i.4.. 

47 

1 

1 

1 

5 

I 

1 

1 

0 

I 

7 

OVEPRINT  C3HNENTS 

1 

14.3 

1 

71.4 

1 

14.3 

I 

0.0 

I 

1.9 

I 

1.4 

I 

3.1 

I 

1*4 

I 

0*0 

I 

1 

0.3 

1 

1*3 

1 

0*3 

1 

0*0 

1 

4- 

-4— 

-4- 

-4 

48 

I 

1 

I 

1 

I 

0 

I 

1 

I 

3 

REDESIGN  COMMENTS 

I 

33.3 

I 

33.3 

I 

0.0 

I 

33.3 

I 

0*8 

; 

1 

1.4 

1 

0.6 

I 

0.0 

1 

1*5 

1 

1 

0.3 

1 

0*3 

1 

0*0 

I 

0*3 

1 

4- 

•4— 

-4- 

—4 

49 

I 

2 

I 

7 

I 

0 

1 

2 

I 

11 

SPECIFIC  AREA  PR08S 

1 

16.2 

I 

63.6 

1 

0.0 

I 

18.2 

t 

3.0 

I 

2.8 

I 

4.4 

1 

0.0 

I 

2*9 

1 

I 

0.5 

1 

li9 

1 

0*0 

I 

0.5 

I 

i 

— 4"" 

».4— 

mmmmmm 

-4- 

-4 

50 

I 

4 

1 

21 

1 

4 

1 

19 

I 

48 

TDS  WANT  YELLOW  ML 

8.3 

1 

43*8 

I 

8*3 

1 

39.6 

1 

12*9 

I 

5.6 

13*1 

I 

5*6 

I 

27.9 

1 

1.1 

i 

5*7 

1*1 

I 

5.1 

I 

*  '  ' 

■-4- 

mmrnimmm 

-4- 

—4 

COLUMN 

71 

160 

12 

48 

371 

c  -f;.-  ^  ^  Total 

19.1 

43. 1 

19.4 

18.3 

100*0 

PERCENTS  iANbr  Totals  based  on  RESPOWllENts 


371  VALfD  CASES 


A7l  HISSING  CASES 

S  .  ,  ‘  Xji, 


1-107 


Table  102 

CLINICAL  NURSING  RECORDS  STUDY 

GENERAL  COMMENTS  REGARDING  DA  FORM  3888-2  TEST  NURSING 
HISTORY  . AND  ASSESSMENT  BY  TYPE  OF  PROVIDER 


f 

I  TYPE 


t 

COUNT 
ROW  PCT 
COL  PCT 
.  TAB  PCT 

IRN 

I 

I 

I  1 

PARA 

I  2 

WARD 

CLERK 

I  3 

PROFES¬ 

SIONAL 

I  4 

I 

ROW 

TOTAL 

f  UUnnciVi }  o 

■•T 

\ 

24 

I 

11 

I 

23 

I 

11 

I 

6 

I 

51 

1  3888-2 

♦GEN  COMMENT 

I 

21«6 

I 

45.1 

I 

21.6 

I 

11.8 

I 

42.9 

I 

I 

40.7 

I 

46.0 

I 

50.0 

I 

30.0 

I 

1 

I 

9.2 

I 

19.3 

I 

9.2 

I 

5.0 

I 

4.-. 

■•■f— ’ 

1 

25 

I 

2 

I 

1 

I 

3 

I 

2 

I 

B 

i  3388-2-OLD  BETTER 

I 

25.0 

I 

12.5 

I 

37.5 

I 

25.0 

I 

6.7 

! 

I 

7.4 

1 

2.0 

I 

13.6 

I 

lOc.0 

I 

\ 

I 

1.7 

I 

•  8 

I 

2.5 

I 

1.7 

I 

’ 

-4 

i 

26 

I 

10 

I 

22 

I 

8 

I 

12 

I 

52 

1  3803-2 

REDESIGN  CMTS 

I 

19.2 

I 

42.3 

I 

15.4 

1 

23.1 

I 

43.7 

i 

I 

37.0 

I 

44.0 

I 

36.4 

I 

60.0 

I 

I 

8.4 

I 

18.5 

I 

6.7 

I 

10.1 

I 

— f- 

-♦- 

— f- 

-♦ 

27 

I 

0 

I 

1 

I 

0 

I 

0 

I 

1 

3803-2 

OVERPRINT  CMT 

I 

.0 

I 

100. 0 

1 

.0 

I 

.0 

I 

.8 

I 

•  0 

I 

2.0 

I 

.0 

I 

.0 

I 

I 

.0 

I 

.8 

I 

.0 

I 

.0 

I 

♦— 

-• ►- 

-4 

28 

I 

4 

I 

3 

I 

0 

1 

0 

I 

7 

3B83-2 

SPECIFIC  PR03 

I 

57.1 

I 

42.9 

I 

.0 

1 

.0 

1 

5.9 

I 

L4.8 

I 

6.0 

I 

.0 

I 

.0 

I 

I 

3.4 

I 

2.5 

I 

.0 

1 

.0 

I 

5 

+- 

— f- 

-4.» 

-4 

} 

COLUMN 

27 

50 

22 

20 

119 

TOTAL 

22.7 

42.0 

18.5 

16.8 

100.0 

PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 
119  VALID  cases;  723  MISSING  CASES 


1-108 


Table  103 


CLINICAL  NURSING  RECORDS  STUDY 

GENERAL  COMMENTS  REGARDING  DA  FORM  3888-3  TEST 
NURSING  HISTORY  AND  ASSESSMENT  CONTINUATION 
BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

IRN 

PARA 

WARD 

PROFES- 

ROW  PCT 

I 

CLERK 

SIONAL 

ROW 

COL  PCT 

I 

TOTAL 

TAB  PCT 

I 

i 

I 

2 

I 

3 

I 

4 

I 

COMMENTS  - 

— f- 

-4' 

•4 

29 

I 

15 

I 

22 

I 

U 

I 

10 

I 

58 

3386-3  ♦  COMMENTS 

I 

25.9 

I 

37.9 

I 

19.0 

I 

17.2 

I 

74.4 

I 

78.9 

I 

68.8 

I 

78.6 

I 

75.9 

I 

I 

19.2 

I 

28.2 

I 

14.1 

I 

12*8 

I 

30 

I 

4 

I 

11 

I 

3 

••T' 

T 

3 

I 

21 

3a88-3-NEVtR  USE 

I 

19.0 

I 

52.4 

I 

14.3 

I 

14.3 

I 

26.9 

I 

21.1 

1 

34.4 

1 

21.4 

I 

23.1 

I 

I 

5.1 

I 

14.1 

I 

3.8 

I 

3.8 

I 

—  •  —  —  ■ 

COLUMN 

19 

32 

14 

13 

78 

TOTAL 

24.4 

41.0 

17.9 

16.7 

100.0 

PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 


76  VALID  cases;  76A  MISSING  CASES 


1-109 


Table  104 


CLINICAL  NURSING  RECORDS  STUDY 


GENERAL  COMMENTS  REGARDING  DA  FORM  3888-4  TEST 
NURSING  CARE.PLAN  BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

TRN 

PARA 

MARO 

PROFES- 

ROW  PCT 

1 

CLERK 

SIONAL 

ROW 

COL  PCT 

I 

TOTAL 

TAB  PCT 

I 

1 

I 

2 

I 

3 

I 

4 

I 

COMM ENTS  — — — — 

31 

I 

14 

I 

24 

I 

11 

I 

10 

I 

59 

3S38-4+  COMMENTS 

I 

23-7 

I 

40.7 

I 

18.6 

I 

16.9 

I 

77.6 

I 

77.8 

I 

80.0 

I 

84.6 

1 

66.7 

I 

1 

18.4 

1 

31.6 

I 

14.5 

I 

13.2 

I 

1  1  11 

32 

I 

0 

I 

0 

I 

> 

1 

1 

I 

3 

H8n-4-UL0  BETTER 

I 

•  0 

I 

.0 

I 

66.7 

I 

33.3 

I 

3.9 

I 

.0 

I 

.0 

I 

15.4 

I 

6.7 

I 

I 

•  0 

I 

.0 

I 

2.6 

I 

1.3 

I 

' 

■ 

33 

I 

3 

I 

4 

I 

D 

I 

4 

I 

11 

3888-4  REDESIGN  CMTS 

I 

27.3 

I 

36.4 

I 

.0 

I 

36.4 

1 

14.5 

I 

16.7 

I 

13.3 

I 

.0 

1 

26.7 

I 

1 

3.9 

I 

5.3 

I 

.0 

I 

5.3 

I 

— 

-4- 

-4- 

-4- 

34 

I 

1 

I 

2 

I 

0 

I 

0 

I 

3 

3338-4  MISC  COMMENTS 

I 

33.3 

I 

66.7 

I 

.0 

I 

.0 

I 

3.9 

I 

5.6 

I 

6.7 

I 

•  0 

I 

•  0 

I 

I 

1.3 

I 

2.6 

I 

.0 

I 

.0 

I 

4— 

-4- 

-4- 

— 

-4- 

COLUMN 

18 

30 

13 

15 

76 

TOTAL 

23.7 

39.5 

17.1 

19.7 

100.0 

PERCENTS  ANO  TOTALS  OASEO  ON  RESPONDENTS 


76  valid  cases#  766  MISSING  CASES 


1-110 


Table  105 


CLINICAL  NURSING  RECORDS  STUDY 

GENERAL  COMMENTS  REGARDING  DA  FORM  3888-5  TEST 
NURSING  DISCHARGE  SUMMARY 
BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

IRN 

PARA 

WARD 

PROFES- 

ROW  PCT 

I 

CLERK 

SIGNAL 

ROW 

COL  PCT 

I 

TOTAL 

TAD  PCT 

1 

1 

I 

2 

I 

3 

I 

4 

I 

vUnntfiilo 

35 

I 

11 

I 

27 

I 

12 

I 

15 

I 

65 

3889-*5+  KEEP 

I 

16.9 

I 

•tl.S 

I 

18.5 

I 

23.1 

I 

60.2 

I 

61.1 

I 

58.7 

I 

60.0 

I 

62.5 

I 

I 

10.2 

I 

2  5.0 

I 

11. 1 

I 

13.9 

I 

36 

I 

5 

I 

6 

I 

6 

I 

11 

I 

26 

J88a-5+RE0ESIGN  CMI 

I 

17.9 

I 

21.4 

I 

21.4 

I 

39.3 

I 

25.9 

I 

2T.8 

I 

13.0 

I 

30.0 

I 

45.8 

I 

I 

4.6 

1 

5.6 

I 

5.0 

I 

10.2 

I 

37 

I 

0 

I 

6 

I 

0 

I 

1 

I 

7 

3888-5+MULTIOISCIP 

I 

.0 

I 

85.7 

I 

.0 

I 

14.3 

I 

6.5 

I 

.0 

I 

13.0 

I 

.0 

I 

4.2 

I 

I 

.0 

I 

5.6 

I 

.0 

I 

.9 

I 

4—.—— — + - + - ♦ - ....4. 

38  I  II  6  1  2  1  0  1 


3888-5-OeUUNOANT 

I 

lUl 

I 

66.7 

I 

22.2 

I 

.0 

I 

8.3 

I 

5.6 

I 

13.0 

I 

10.0 

I 

.0 

I 

I 

.9 

I 

5.6 

I 

1.9 

I 

.0 

I 

39 

I 

1 

I 

2 

I 

0 

I 

1 

I 

4 

3888-5  MIS  COMMENTS 

I 

25.0 

I 

50.0 

I 

.0 

I 

25.0 

I 

3.7 

I 

5.6 

I 

4.3 

I 

•  0 

I 

4.2 

I 

I 

•  9 

I 

1.9 

I 

.0 

I 

.9 

I 

COLUMN 

18 

46 

20 

24 

108 

TOTAL 

16.7 

42.6 

18.5 

22.2 

100.0 

PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 


103  VALID  cases;  MISSING  CASES 


1-111 


Mi  <6 


! 


Table  106 

CLINICAL  NURSING  RECORDS  STUDY 

GENERAL  COMMENTS  REGARDING  DA  FORM  4256-1  TEST  DOCTOR'S  ORDER  SHEET  MEDICATION 
AND  DA  FORM  4256-2  tEST  DOCTOR'S  ORDER  SHEET  NONMEDICATION 

BY  TYPE  OF  PROVIDER 


PAGc  I  or  I 


TYPE 


COUNT 

IRN 

PARA 

WARD 

PROFES- 

ROW  PCT 

I 

CLERK 

SIGNAL 

ROW 

COL  PCT 

I 

TOTAL 

TAB  PCT 

I 

1 

I 

2 

I 

3 

I 

4 

I 

COMMtNTS  - 

1 

I 

13 

I 

28 

I 

11 

I 

11 

I 

63 

OR  OROCK  +GEN  SAT 

I 

20.6 

I 

44.4 

I 

17.5 

I 

17.5 

I 

30.6 

I 

31.0 

I 

28.6 

I 

2o.8 

I 

44.0 

I 

I 

6.3 

I 

13.6 

I 

5.3 

I 

5.3 

I 

2 

I 

1 

I 

6 

I 

0 

I 

3 

I 

10 

OR  ORO  +S INGLE  ACT 

I 

10.0 

I 

(>0  •  0 

I 

.0 

I 

30.0 

I 

4.9 

I 

2.4 

I 

6.1 

I 

.0 

I 

12.0 

1 

I 

•  5 

I 

2.9 

I 

.0 

I 

1.5 

I 

3 

I 

0 

I 

7 

1 

2 

r 

0 

I 

9 

OK  URO-fEASV  REFER 

I 

.0 

I 

77.8 

I 

22.2 

I 

•  0 

I 

4.4 

I 

.0 

I 

7.1 

I 

4.9 

I 

•  0 

I 

I 

•  0 

I 

■— f- 

3.4 

I 

l.O 

1 

1 

•  0 

I 

^  I  3  1  14  I  5  1  2  1  24 

Oa  ORD-GEN-PAPERWRK  I  12*5  I  58.3  I  20.8  I  8.3  I  11.7 

I  7.1  I  14.3  I  12.2  I  6.0  I 

I  1.5  I  6.3  I  2.4  I  1.0  I 

4 - -^4 - 4 - 4 - ......4 

5  1  12  I  IV  I  5  1  3  1  39 

OR  ORO-CONFUS-TIMf  I  30.8  I  4U.7  I  12.3  I  7.7  I  18.9 

I  28.6  I  19.4  I  12.2  I  12.0  I 

I  5.8  I  9.2  I  2.4  I  1.5  I 


-4- 

-4 — 

»4«. 

6 

I 

11 

I 

ll 

I 

1 

I 

1 

f)K 

fJRD-f-IISS 

ORDERS 

I 

45.8 

I 

45.8 

I 

4.2 

I 

4.2 

I 

26.2 

I 

11.2 

I 

2.4 

I 

4.0 

r 

5.3 

I 

5.3 

I 

.5 

I 

.5 

7 

I 

0 

I 

1 

1 

0 

I 

1 

OR 

ORD-STIL 

TRANSC 

I 

.0 

I 

50.0 

I 

•  0 

I 

50.0 

I 

•  0 

I 

l.O 

I 

.0 

I 

4.0 

1 

4- 

•  0 

I 

-4- 

.5 

I 

-4— 

.0 

I 

-4- 

•  5 

o 


! 

I 

j  Table  106 

I 

!  CLINICAL  NURSING  RECORDS  STUDY 

j 

GENERAL  COMMENTS  REGARDING  DA  FORM  42S6-1  TEST  DOCTOR'S  ORDER  SHEET  MEDICATION 
AND  DA  FORM  4256-2  TEST  DOCTOR'S  ORDER  SHEET  NONMEDICATION 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


PA(iE  2  OF  2 


COUNT 
ROW  PCT 

'  COL  PCT 

TAB  PCT 

TYPE 

IRN 

1 

I 

I  L 

PARA 

I  2 

WARD 

CLERK 

I  i 

PROFES¬ 

SIONAL 

I  4 

I 

-4 

ROW 

TOTAL 

'  COMMENTS  — — 

I  8 

I 

6 

I 

7 

I 

6 

1 

3 

1 

22 

I  DR  ORO-MISC  PROBLEM 

I 

27,3 

I 

3L.B 

I 

27.3 

I 

13.6 

I 

10.7 

I 

I 

U.3 

I 

7.1 

1 

14.6 

I 

12.0 

t 

• 

I 

2.9 

I 

3.4 

I 

2.9 

I 

l.S 

I 

j 

-+— 

-+ 

i  9 

I 

B 

I 

30 

I 

17 

I 

4 

I 

59 

'  OR  ORO  l-SHEET  PREFR 

I 

13*6 

I 

50.0 

I 

28.0 

I 

6.  8 

1 

28.6 

i 

I 

19.0 

I 

30.6 

I 

41.5 

I 

16.0 

I 

i 

I 

3.9 

I 

14*6 

I 

3.3 

I 

1.9 

I 

4— • 

— f- 

- - — 

-4 

10 

i 

2 

I 

4 

I 

2 

I 

0 

I 

8 

OR  ORO  REOISN  COMHNT 

I 

25.0 

I 

50.0 

1 

25.0 

I 

•  0 

I 

3.9 

I 

4.0 

I 

4*1 

I 

4.9 

I 

•  0 

1 

I 

l.O 

I 

1.9 

I 

1.0 

I 

.0 

I 

+— 

-■f- 

-4.- 

-4 

COLUMN 

42 

98 

41 

25 

206 

TOTAL 

20.4 

47.6 

19.9 

12.1 

100.0 

PERCENTS  AND  TOTALS  OASEO  ON  RESPaNDENTS 


206  VALID  cases;  636  MISSING  CASES 


ii . 
j , 


r. 


1-113 


Table  107 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING 

f 

I  DA  FORM  4677-1  TEST  THERAPEUTIC  DOCUMENTATION  CARE  PLAN  NONMEDICATION 

I  ,  ■  ^ 

i  AND  DA  FORM  4678-1  TEST  THERAPEUTIC  DOCUMENTATION  CARE  PLAN  MEDICATION 

1 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

IRN 

PARA 

WARD 

PROFES- 

ROW  PCT 

I 

CLERK 

SIONAL 

ROW 

COL  PCT 

I 

TOTAL 

TAB  PCT 

I 

1 

I 

2 

I 

3 

I 

4 

I 

CQMMtrN  1  S 

40 

I 

13 

I 

21 

I 

1  1 

I 

4 

I 

49 

TDS+KEEP*NO  CHANGES 

I 

26*  5 

I 

42.9 

I 

22.4 

I 

8.2 

I 

34.0 

I 

37.1 

I 

3  7.5 

I 

39.3 

I 

16.0 

1 

I 

9.C 

I 

14.6 

I 

7.6 

I 

2.8 

I 

■ 

41 

I 

12 

I 

23 

I 

8 

I 

16 

I 

59 

TOS  REDESIGN  COMMNTS 

I 

20.3 

I 

39.0 

I 

13.6 

I 

27.1 

I 

4U0 

I 

34.3 

I 

41.1 

I 

28.6 

I 

64.0 

I 

I 

3.3 

I 

16.0 

I 

5.6 

I 

ll.l 

I 

42 

I 

1 

I 

4 

I 

6 

I 

1 

I 

12 

TD5  COOING  ISSUES 

I 

8.3 

I 

33.3 

I 

o 

• 

o 

I 

8.3 

I 

8.3 

I 

2.9 

I 

7.1 

I 

21.4 

I 

4.0 

I 

I 

.7 

I 

• 

cs 

I 

4.2 

I 

•  7 

I 

43 

I 

3 

I 

8 

I 

4 

I 

2 

I 

17 

TDS-ULD  I^ETTFR 

I 

17.6 

I 

47.1 

I 

2  3.5 

I 

11.8 

I 

U.8 

I 

8.6 

I 

14.3 

1 

14-3 

I 

8.0 

I 

I 

2.1 

I 

5.6 

I 

2.8 

I 

1.4 

I 

♦ — 

44 

I 

ll 

I 

2 

1 

2 

I 

3 

I 

IB 

TUS  OVERPRINT  COMMEN 

I 

61.1 

I 

1  1.1 

I 

ll.l 

I 

16.7 

I 

12.5 

I 

31.4 

I 

3.6 

I 

7.1 

I 

12.0 

I 

I 

7.6 

I 

1.4 

I 

1.4 

I 

2.1 

I 

■f  *•- 

— — — 

‘-■f- 

,-.4— 

-♦ 

COLUMN 

35 

56 

23 

25 

144 

TOTAL 

24.3 

38.9 

19.4 

17.4 

100.0 

PERCENTS  AND  TOTALS  8ASF0  ON  RESPONDENTS 


U4  VALID  cases;  698  MISSING  CASES 


1-114 


Table  108 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  INTEGRATED  PROGRESS  NOTES 
BY  TYPE  OF  PROVIDER 


PAGF  I  PF  ? 


TYPF 


CPUF'T 

T9N 

PARA 

PAPO 

proffs- 

ROW  PCT 

! 

cLfpi^ 

SIOMAI 

fOi  PcT 

1 

PCT 

I 

▲ 

1 

I 

7 

1 

0 

I 

W_A^ 

A 

.WWW  w 

n 

I 

IP 

I 

21 

1 

lA 

I 

18 

9094  CATISFAfT 

T 

?3.A 

1 

35.1 

1 

IP. 7 

I 

73. A 

I 

6?.l 

I 

A?. 9 

I 

A3.P 

1 

58.1 

I 

11.6 

I 

17. A 

I 

«.o 

I 

11.6 

12 

I 

0 

I 

f 

J 

p 

I 

7 

•)0^*1*^Ppr>yf<  COM«i*n 

I 

.0 

! 

5A.5 

1 

21.2 

I 

19.7 

1 

.0 

I 

9,5 

I 

o.i 

I 

6.5 

I 

.0 

I 

3.® 

I 

«»4_a 

1  .9 

I 

^  Aw 

1.3 

13 

1 

1 

1 

6 

I 

f 

I 

0 

5o«>4  tfFFP 

1 

7.7 

I 

At.? 

I 

A6  .7 

I 

.0 

I 

3. A 

I 

9,5 

I 

1  P.P 

I 

.c 

I 

.f 

I 

c 

» 

1 

3.® 

I 

.0 

*■ 

lA 

I 

1 

1 

7 

1 

7 

I 

1 

909-  CFP  PPPPLFP? 

I 

If  .7 

I 

33.  3 

I 

3?  .? 

I 

16  .7 

T 

3. A 

! 

3.7 

1 

6.3 

I 

3.7 

1 

.f 

I 

1.3 

1 

1  .3 

I 

w  A  w 

•  6 

J9 

I 

? 

1 

e 

1 

r 

1 

0 

909-PAPAPPOF  PFtTPV 

J 

75  .C 

I 

75. r 

I 

.r 

I 

.0 

1 

6.9 

I 

9.5 

1 

.0 

T 

.0 

I 

1.3 

I 

wAw 

3.® 

1 

.0 

I 

.0 

16 

I 

2 

I 

5 

I 

4 

I 

5 

509-nFrp  nnrif,iFG/(L 

I 

17.5 

1 

31.3 

I 

7*?,o 

I 

31  .3 

1 

6.0 

I 

7.9 

1 

17.5 

I 

16.1 

I 

1.3 

I 

^  A.  ^ 

3.7 

I 

7.f 

1 

3.7 

17 

I 

1 

I 

7 

1 

f 

I 

1 

909-Pnc  PPPT  l!KF 

I 

7‘=.C 

I 

50.  r 

T 

.0 

r 

75  .0 

I 

3. A 

I 

3.7 

1 

.0 

I 

3.7 

I 

.6 

1 

1.3 

1 

,0 

I 

♦  6 

roi  UPW 

7® 

A3 

37 

31 

ICmTlWHFPJ  THT/jL 

IP. 7 

A|0 .  f 

70.6 

20  .0 

I- 

■115 

r 

4 

4 

■4 

4 

•4 

►4 

4 

•4 


POW 

TOTAL 


77 

A9.7 


11 

7.1 


13 

8.A 


6 


3.9 


F 

5.2 


16 

10.3 


A 

?.6 


195 

100.0 


I 


i 


f 


I 


} 

i 


i 

I 

\ 


Table  108 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  INTEGRATED  PROGRESS  NOTES 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


PAGF  ?  PF  ? 

TYPF 


fPtlNT 

IRN 

papa 

KARP 

PRPPES- 

RPW  PC7 

I 

riFPif 

r 

lONAL 

ROM 

Cri  PCT 

I 

TOTAL 

TAR  PCT 

rnMMCK!T< 

I 

•4«. 

1 

I 

? 

I 

^  A 

p 

I 

A 

I 

IP 

I 

? 

1 

r 

I 

r 

I 

C 

•4 

I 

2 

SOO-ri'T  PF  SFOI'FMCE 

1 

ICO.O 

1 

•  c 

1 

.p 

T 

.0 

I 

1.3 

I 

I 

.r 

I 

.r 

I 

.0 

I 

1 

4** 

1.3 

! 

«.  I- 

.r 

1 

»4 

.0 

I 

.0 

I 

1« 

I 

? 

I 

3 

I 

r 

T 

1 

-4 

I 

6 

5o‘»~C  rMFPS.FPACMVT 

I 

?3.3 

! 

50. r 

I 

.c 

I 

16.7 

1 

3.9 

I 

6.9 

I 

A.F 

I 

.r 

1 

3.? 

I 

I 

1.3 

1 

*4 

1.9 

1 

«  4 

•  r 

I 

•  6 

I 

?0 

I 

6 

I 

c 

I 

I 

3 

•4 

I 

21 

‘^OO-MPTf*;  quality 

I 

2fi.6 

I 

A2.9 

I 

lA.? 

1 

1A.3 

I 

13.5 

I 

?0.7 

1 

1A.3 

I 

9. A 

I 

9.7 

I 

T 

4«» 

3.0 

I 

«  4 

5.P 

I 

mm.  A. 

J.o 

1 

1  .9 

I 

21 

I 

1 

I 

«> 

C 

1 

r 

I 

1 

^4 

J 

A 

*iOO-1P  PF  FPlIRfF 

I 

?F.O 

I 

FO.C 

1 

.r 

1 

25  .0 

I 

2.6 

I 

3. A 

I 

3.? 

I 

.r 

1 

3.2 

1 

I 

•6 

1 

•  4 

1*3 

1 

.p 

1 

•  fe 

1 

?? 

I 

I 

T 

F 

I 

5 

! 

3 

■•4 

I 

17 

FPq  m  PACF  in  cpp 

I 

5.0 

I 

A7.  J 

I 

?«’.A 

I 

17.6 

I 

11.0 

I 

3. A 

I 

12.7 

I 

1*=  .6 

T 

9.7 

I 

T 

I 

5.2 

I 

3.? 

I 

1.9 

I 

4. 

*4 

CPIU^N 

79 

6? 

^2 

31 

•4 

155 

tptal 

IP. 7 

AO.  6 

2P.6 

20.0 

100.0 

ppt?rrhTr  tptAIS  PASFD  PN  RF5POWDFM7S 


15'’7  VA|  TP  CAFFS;  6P7  MISSING  CASES 


i-ri6 


Table  109 


CLINICAL  NURSING  RECORDS  STUDY 

CURRENT  DUTY  ASSIGNMENT 
BY  TYPE  OF  PROVIDER 

TYPE 

COLNT  I 

IRKS  KL'R 

I  TOTAL 


1 

11 

.  1 

* 

1 

I 

22  8 

I 

I 

225 

Cl  IF  STAFF  NOSSE 

1 

I 

1 

A  1  , 1 

♦  - 

-4- 

•-4 

2 

I 

4<f 

I 

I 

AA 

CLIN  HI  AD  NLiKSe 

I 

I 

I 

F  .C 

4- 

-4- 

‘-4 

3 

I 

9 

1 

1 

9 

CLIN  NOFSE  SPEC 

1 

I 

1 

1.6 

-4- 

•-4 

4 

I 

20 

I 

1 

2C 

SffC  PRACTICES 

I 

I 

I 

3,6 

4- 

-4- 

•-4 

C 

I 

2 

I 

1 

2 

SECT  SCPV 

I 

I 

I 

.A 

4- 

•4- 

►-4 

6 

I 

2 

1 

I 

2 

CE-ASST  CH  NURSE 

I 

I 

I 

.A 

4- 

-4- 

'“4 

7 

I 

1 

1 

I 

1 

OTHER 

I 

I 

1 

.2 

4- 

-4- 

'-4 

8 

I 

1 

At) 

I 

A6 

91A-AHE 

I 

I 

I 

E.A 

4- 

•-4 

9 

I 

I 

e 

1 

6 

9  IE' 

I 

I 

I 

1.1 

4- 

-4* 

10 

I 

1 

169 

1 

16  9 

91C  FR/CT  NRS 

I 

I 

1 

3  V/  •  8 

4- 

-4- 

•-4 

11 

I 

I 

2  3 

I 

23 

91F-FSYCH  TLCH 

I 

I 

1 

A, 2 

4- 

-4- 

■-4 

12 

I 

1 

1 

I 

1 

OTHER 

I 

I 

I 

.2 

4- 

-4- 

•-4 

COLUMN 

3v;3 

2A5 

5At 

TOTAL 

85,3 

AA,7 

KO.O 

NtMtEP  CF  MISSING  OBSERVATIONS  =  2<!t' 


I 


Table  110 

CLINICAL  NURSING  RECORDS  STUDY 

“ARE  YOU  A  WARDMASTER?" 

BY  TYPE  OF  PROVIDER 


TYPt 

COL NT  1 

IPAFA  FLIn 


I 

TCTAL 

I 

I 

I 

36  1 

36 

YES 

I 

» 

Ji 

IS  .  1 

♦  •• 

I 

1 

f<l 

I 

I 

M  .9 

COLUMN 

£36 

total 

1  .  0 

U  Q .  0 

MKILF  OF  MISSING  ObSf KVATlLlTS  = 


1-1  IS 


Table  111 


CLINICAL  NURSING  RECORDS  STUDY 

PRIMARY  INPATIENT  NURSING  UNIT 
BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS  ^'AFA  EAKD 

1  CLERK 

I  11  ^1  31 

HS  - + - - + - ♦ 

0  14  1  I  I 

M.ES  NET  AIK. Y  I  1  I  I 

+  - - 

II  7i!  I  ^0  I  f’  I 

SLRG  UNIT  I  I  I  I 

4  — 4.. 

21  16  I  29  1  21 

F£Yt»  LNIT  I  I  I  I 

4..  ...... 4.. ...... 4.. ...... 4^ 

31  33  I  33  I  t  1 

KD  INIT  1  I  I  I 

4 .. .... ..4.. ...... 4.. ...... 4 

4  1  11  1  2ii  I  4  1 

(LPBINEC  PfcD  SUK  I  I  I  I 

4  —  —  ....4..... - 4... -....4 

51  le  I  21  1  31 

FEDS  UMT  I  I  I  I 

.  4-  —  - - 4..... --.4 ..4 

61  59  I  43  I  41 

ALL  ICU  S  I  I  I  I 

4. . ...... 4.. - - — 4. - ....4 

71  oO  I  4C  I  71 

LtO  KPK  POST  PAF  I  1  I  I 

4..  - ..4-  ...... .4. ...... .4 

8  I  27  1  1  1 

IF  ANES  I  I  I  I 

4.. . - ..4........ 4... -....4 

9  1  7  1  El  II 

C7HEF  I  I  1  I 

4.. . — ...4. ....... 4. — .....4 

COLUMN  3C9  246  34 

TOTAL  52.5  41.8  5.8 


NUKfcEF  Cf  MISSING  OfcSERVATlCNS  * 


257 


ROK 

TOTAL 


4 

.7 

130 

22.1 

49 

8.3 


71 

12.1 

40 

6.6 


42 

7.1 


106 

18.0 

1C7 

18.2 

27 

4.6 


13 

2.2 


589 

100.0 


1-119 


Table  112 


CLINICAL  NURSING  RECORDS  STUDY 

NUMBER  OF  YEARS  WORKED  AS  A  REGISTERED  NURSE 
BY  TYPE  OF  PROVIDER 


TYPE 


COINT  1 

IRKS  ROt. 

1  TCTAL 

I  H 

0  1  6  1  6 

I  I  2.7 

11  35  I  35 

1  I  11.7 

2  1  48  I  46 

I  1  16. C 

31  13  I  13 

I  I  4.3 

4— 

I  11  1  11 

1  I  3.7 

4....... .4 

51  12  I  12 

I  I  4.C 

4  — --—-4 

61  14  I  14 

1  I  4.7 

4— --  —  -4 

71  12  I  12 

1  1  4.C 

4  — .-->.-4 

61  17  1  17 

1  1  5.7 

4--  —  --4 

91  4-1  6 

1  1  2.0 

4..  ...... 4 

10  I  12  1  12 

I  I  4.0 

4 - 4 

11  1  11  I  11 

1  1  3.7 

4.. ..— .-4 

12  I  14  1  14 

1  I  4.7 

4- - .4 

13  1  13  I  13 

1  I  4.3 

4..  - .4 

14  I  6  1  6 

1  1  2.0 

4 - 4 

15  I  11  I  11 

I  1  3.7 

4- - 4 

16  1  91  9 

I  I  3.0 

4-. - --4 


TYPE 

COUNT  1 

IRKS  FCP 

I  TCTAL 

1  11 

- 4. .......4 

17  I  5  1  5 

1  I  1.7 

4-...-.. .4 

18  I  41  4 

I  1  1.3 

- - 4 

19  1  21  2 

1  1  .7 

- - - 

20  I  13  1  13 

I  14.3 

4.-.. - 4 

21  1  II  1 

I  I  .3 

4 - 4 

23  1  21  2 

1  1  .7 

- - 4 

24  I  3  1  3 

I  I  1.0 

4—. - 4 

25  I  2  1 

I  I 

- - 4 

26  I  2  1 

I  I 

4... - ..«4 

28  I  2  1 

I  I 

4 - -..4 

29  I  II 

I  I 

- - -.4 

30  I  6  1 

1  I  2 

4 - 4 

32  I  II 

I  I 

4- - - 

33  I  II 

I  I  .3 

- - 4 

34  I  11  1 

I  1  .3 

- - 4 

36  I  II  1 

I  I  .3 

- - 4 

39  1  II  1 

1  I  .3 

4-.. .-.-.4 

COLUMN  30C  3C0 

total  100.0  ItC.O 


NUPEER  OF  KISSING  OESERVATICNS 


00^ 


Table  113 


CLINICAL  NURSING  RECORDS  STUDY 

CORPS  AFFILIATION  BY 
TYPE  OF  PROVIDER 


TY^’E 

COUNT  1 

IPPOFES- 

1  SIGNAL  TITAL 
1  41 

Ht  -  - - 4 - 4 

Cl  2  1  2 

1  I  ,9 

4  — -----4 

II  26  I  a. 

APSC-ClV  I  I  11, £ 

4---  —  --4 

2  1  II  1 

IC-CIV  I  I 

4 - —  “4 

5  1  itfb  I  116 

Pt-ClV  I  I  14.2 

4. ...... .4 

4  1  4  1  4 

pa-civ  I  I  i.f 

4... .....4 

5  1  2  1  2 

K-PA  I  I  ,9 

4.>>>....4 

CCLUPN  22i  221 

TCTAL  10<;.C  Ul.6 


M-niF  Lf  riSSlNG  ObSIKVATKMS  =  625 


1-121 


Table  114 


Table  115 


CLINICAL  NURSING  RECORDS  STUDY 

FINAL  GENERAL  COMMENTS 
BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

IRN 

PARA 

WARD 

PROFES- 

ROW  PCT 

I 

CLERK 

SIGNAL 

ROW 

COL  PCT 

I 

TOTAL 

TAB  PCT 

I 

1 

I 

2 

I 

i 

1 

4 

I 

rnMMPMr<r  — - 

A 

45 

I 

t  I 

I 

21 

I 

8 

I 

11 

I 

51 

GEN+SYS  CHG  CMTS 

I 

21.6 

I 

41.2 

I 

15.7 

I 

21.6 

I 

42.1 

I 

61.1 

I 

40.4 

I 

40.0 

1 

35.5 

I 

I 

9.1 

I 

17.4 

I 

6.6 

I 

9.1 

I 

4 — 

-4— 

-4- 

-4- 

-4 

46 

I 

2 

I 

6 

I 

a 

I 

2 

J 

18 

GcN  -CMTSfOLO  SETTR 

I 

ll.l 

I 

33.3 

I 

44.4 

I 

11.1 

I 

14.9 

I 

11. 1 

1 

11.5 

I 

40.0 

I 

6.5 

1 

I 

1.7 

I 

5.0 

I 

6.6 

I 

1.7 

I 

47 

I 

1 

1 

5 

I 

1 

I 

0 

I 

7 

OVEPRINT  COMMENTS 

I 

14.3 

I 

71.4 

I 

14.3 

I 

.0 

I 

5.8 

I 

5.6 

I 

9.6 

I 

5.0 

1 

.0 

I 

I 

•  8 

I 

4.1 

I 

.3 

I 

.0 

1 

48 

I 

1 

I 

1 

I 

0 

I 

1 

I 

3 

REDESIGN  COMMENTS 

I 

33.3 

I 

33.3 

I 

.0 

I 

33.3 

I 

2.5 

I 

5.6 

I 

1.9 

I 

.0 

I 

3.2 

I 

I 

.8 

I 

•  8 

I 

.0 

1 

.8 

I 

■*  + 

49 

I 

2 

I 

7 

I 

0 

I 

2 

1 

11 

SPECIFIC  AREA  PR08S 

1 

13.2 

I 

63.6 

I 

.0 

1 

18.2 

I 

9.1 

I 

ll.l 

I 

13.5 

I 

.0 

I 

6.5 

I 

I 

1.7 

I 

5.8 

I 

.0 

I 

1.7 

I 

m. 

50 

I 

4 

I 

21 

I 

4 

I 

19 

I 

48 

TOS  WANT  YELLOW  HL 

I 

3.3 

I 

43.8 

I 

8.3 

I 

39.6 

I 

39.1 

I 

22.2 

I 

40.4 

I 

20.0 

I 

61.3 

r 

1 

3.3 

I 

17.4 

I 

3.3 

I 

15.7 

I 

COLUMN 

18 

52 

20 

31 

121 

TOTAL 

14.9 

43.0 

16.5 

25.6 

100. c 

PERCfNTS  AND  TOTALS  HASFU  ON  RESPUNOFNTS 


121  VALID  cases;  T2l  MISSING  CASES 


1-123 


APPENDIX  J 


CNR  Study  Test  Site  Personnel  Survey  Responses 
Fort  Campbell,  Kentucky 


J-1 


Table  1 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
TYPE  OF  RESPONDENT 


VALUE  LABEL 

VALUE 

FREOJENCY 

PERCENT 

VALID 

PERCENT 

CUM 

PERCENT 

RNS 

1 

5? 

39.1 

39.1 

39.1 

PARA 

2 

SA 

A0.6 

AO. 6 

79.7 

WARD  CLERK 

3 

7 

5.3 

5.3 

B5.C 

PROFES-  SIONAL 

A 

20 

15.0 

15.0 

100.0 

TOTAL 

133 

100.0 

100.0 

VALID  CASES  133  MISSIMG  CASES  0 


Table  2 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS  SAVE 
ME  NURSING  DOCUMENTATION  TIME"  BY  TYPE  OF  PROVIDER 


TYPE 


A1 

COUNT 

I 

IRNS 

1 

I 

PARA 

11 

21 

ROM 

TOTAL 

1 

1 

28 

I 

15 

I 

A3 

STRONGLY 

AGREE 

1 

I 

1 

A2.2 

4.... 

... 

... 

..4 

2 

I 

18 

I 

31 

I 

A9 

AGREE 

1 

I 

1 

A3.0 

4.... 

... 

... 

—4 

3 

1 

3 

1 

A 

I 

7 

DISAGREE 

1 

1 

1 

6.9 

4.... 

... 

—4 

A 

1 

1 

1 

2 

1 

3 

STRONGLY 

OISAGRE 

1 

I 

I 

2-9 

... 

..4.... 

—4 

COLUMN 

50 

52 

102 

TOTAL 

AS 

.0 

51 

•  0 

100«0 

NUMBER  IF  MISSING  OBSERVATIONS  *  31 


J-2 


4 


Table  3 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
HELP  AVOID  WRITING  SAME  INFORMATION  SEVERAL 
PLACES" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS 


A2 


PARA 


HARD 


ROW 


1 

1 

11 

CL 

21 

rRK 

31 

>  ^  A 

TOTAL 

1 

AGREE 

I 

1 

28 

I 

I 

15 

I 

1 

1 

I 

I 

44 

40.4 

2 

I 

1 

18 

1 

1 

32 

I 

1 

5 

1 

I 

,  ^  A 

55 

50.5 

3 

1 

1 

4-- 

4 

1 

1 

..4»- 

k 

I 

I 

1 

I 

1 

--4 

9 

8.3 

AGREe 
DISAGREE 

A  1 

STRONCLY  DISAGRE  1 

COLUMN 

TOTAL 


I 


50 
A5  .9 


NUMBER  OF  MISSING  OBSERVATIONS  * 


1 

.9 

52  7  109 

A7.7  S.^  100.0 


24 


J-3 


Table  4 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
IMPROVE  COMMUNICATIONS  ABOUT  THE  PATIENT  AMONG 
NURSING  PERSONNEL" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 


A3 

STRONGLY 

IRNS 

1 

1 

PARA 

11 

21 

ROM 

T3TAL 

1 

AGREE 

I 

1 

14 

I 

I 

ID 

1 

I 

24 

23.5 

AGREE 

2 

1 

I 

31 

1 

I 

27 

1 

1 

58 

55.9 

DISAGREE 

3 

T** 

1 

I 

4 

1 

1 

13 

I 

1 

17 

15.7 

STRONGLY 

A 

OISAGRE 

I 

I 

1 

I 

I 

2 

I 

1 

3 

2.9 

COLUMN 

TOTAL 

50 

49.0 

52 

51.D 

102 

IDO.O 

NUMBER  CF  MISSING  OBSERVATIONS  *  31 


J-4 


Table  5 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS  IMPROVE 
COMMUNICATIONS  ABOUT  THE  PATIENT  BETWEEN  NURSING  AND 
OTHER  HEALTH  CARE  PROFESSIONALS" 

BY  TYPE  OF  PROVIDER 

TYPE 

COUNT  I 

IRNS  PARA  R3H 

I  T3TAL 

1  11  21 
- 4 - -—4 - —  4 

11  14  1  11  I 

STRONCLY  AGREE  1  1  1  2A.5 

2  1  30  1  31  1  61 

AGREE  1  1  I  69.S 

31  41  10  1  14 

DISAGREE  1  1  1  13.7 

4  1  2  1  1  2 

STRONGLY  01SA6RE  1  1  1  2.0 

4».......4........4 

COLUMN  50  52  102 

TOTAL  49.0  51.0  103.0 

NUMBER  OF  MISSING  OBSERVATIONS  «  31 


J-5 


Table  6 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
ENCOURAGE  ME  TO  USE  THE  NURSING  PROCESS" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

I 

IRNS 

1 

1 

11 

ROW 

TOTAL 

STROAltlY 

1 

AGREE 

I  17 

I 

I 

1 

17 

34.7 

AGREE 

2 

1  22 

I 

1 

I 

22 

44.9 

DISAGREE 

3 

I  10 

I 

I 

1 

10 

?0.4 

COLUMN 

TOTAL 

A9 

100.0 

•T 

49 

100.0 

NUMBER  CF  MI5SIM6  OBSERVATIONS  *  BA 


J-6 


Table  7 


FORT  CAMPBELL 

CLINICAL  NURSING.  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
ARE  EASTER  TO  USE" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  PARA  WARD  ROW 

I  CLERK  TOTAL 

1  II  21  31 

- 4 - ♦ - — ♦ - — 

11  23  1  15  1  II  39 

STRONCLY  AGREE  1  I  1  I  35. B 

- - - - -4 . —4 

2  1  24  I  3D  1  5  1  59 

AGREE  I  I  I  1  54.1 

4 - 4 - ——4 . -4 

3  1  4  1  5  1  1  I  11 

DISAGREE  I  I  1  1  10.1 

4 - 4 - 4 - - 

COLUMN  51  51  7  109 

TOTAL  46.8  46.3  5*4  100.0 


NUMBER  OF  MISSING  OBSERVATIONS  *  24 


J-7 


Table  8 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS  SHOULD 
HAVE  BEEN  A  MORE  DRASTIC  CHANGE" 

BY  TYPE  OF  PROVIDER 


COUMT 

TYPE 

I 

IRNS 

I 

I 

PARA 

11 

WARD 

CLERK 

21 

31 

ROW 

TOTAL 

fty 

• 

* 

1 

1 

3 

I 

7 

1 

I 

10 

STROMCLY  AGREE 

I 

1 

1 

1 

9.4 

•»«»»» 

— f  •• 

—4.. 

—  ♦ 

2 

1 

9 

1 

IS 

I 

2 

I 

27 

AGREE 

1 

I 

1 

I 

25.5 

«... 

-4-, 

—  4— 

«-♦ 

3 

I 

30 

I 

23 

I 

5 

I 

58 

DISAGREE 

1 

I 

1 

I 

54.7 

— « 

'“4  — 

A 

I 

8 

I 

3 

1 

1 

11 

STROWCLY  DISAGRE 

I 

I 

1 

1 

10.4 

4.... 

— 

-4-. 

— ♦ 

COLUMN 

50 

A9 

7 

106 

TOTAL 

A7 

.2 

A6.2 

6.6 

100.0 

NUMBER  (F  MISSIMG 

OBSERVATIONS 

Z 

27 

J-8 


Table  9 


A8 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
ARE  A  DEFINITE  IMPROVEMENT" 

BY  TYPE  OF  PROVIDER 


TYPE 


COl'MT 


........ 4. 


RNS 


PARA  HARD  RON 

CLERK  TOTAL 
11  21  31 

- ...4.... ....4.........^ 


STRONCIY 

1 

AGREE 

I 

1 

23 

1 

1 

11 

I 

1 

2 

I 

I 

36 

33.0 

AGREE 

2 

1 

1 

26 

1 

I 

3A 

I 

1 

A 

1 

1 

m.A 

6A 

58.7 

DISAGREE 

3 

1 

1 

1 

I 

I 

b 

1 

1 

1 

1 

I 

B 

7.3 

STRONGLY 

A 

DISAGRE 

1 

I 

1 

I 

1 

1 

I 

A._.. 

I 

1 

»  A 

1 

.9 

COLUMN 

TOTAL 

4** 

51 

A6.8 

51 

A6.3 

7 

&.A 

109 

100.0 

2A 


NUMBER  Cf  MISSING  OBSERVATIONS 


Table  10 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
PROVIDE  ME  A  BETTER  PICTURE  OF  WHAT  IS  HAPPENING 
TO  THE  PATIENT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 


A9 

IRNS 

1 

1 

PARA 

11 

21 

1 

I 

11 

I 

10 

1 

STRONCLY 

AGREE 

2 

1 

I 

31 

1 

..4- 

1 

33 

I 

—4 

1 

AGREE 

3 

1 

4  — — 

1 

9 

1 

••4- 

I 

5 

1 

—4 

1 

DISAGREE 

COLUMN 

TOTAL 

I 

4  —  —  — 

51 

50.0 

I 

51 

50.0 

I 

—4 

NUMBER  IF  MISSING  OBSERVATIONS  »  31 


R3M 

T3TAL 


21 

20*6 

6A 

62.7 

17 

16.7 

102 

100.0 


J-10 


Table  11 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
REDUCE  THE  AMOUNT  OF  PAPERWORK  I  HAVE  TO  DO" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  PARA  HARD 

1  CLERK 


A  «  #1 

1 

11 

21 

31 

A1  V 

STROHCLY 

1 

AGREE 

I 

I 

20 

I 

1 

15 

1 

1 

2 

I 

1 

AGREE 

2 

I 

1 

17 

1 

1 

20 

1 

1 

1 

I 

I 

DISAGREE 

3 

1 

I 

10 

1 

1 

13 

I 

1 

A 

I 

I 

STROHCIY 

A 

DISAGRE 

I 

I 

A 

I 

1 

3 

1 

1 

I 

I 

COLUMN 

TOTAL 

51 

A6.8 

51 

A6.3 

7 

5. A 

NUMBER  OF 

MISSING 

OBSERVATIONS 

2A 

ROW 

TOTAL 


37 
33.9 

38 
3A.9 

27 

2A.8 

7 

6. A 

109 

100.0 


.1-11 


Table  12 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
HAVE  IMPROVED  THE  QUALITY  OF  DOCUMENTATION  ON 
MY  NURSING  UNIT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  PARA  RDM 


Alt 

1 

1 

11 

21 

T3TAL 

*• 

1 

1 

16 

1 

10 

1 

26 

STRCNCLV 

AGREE 

1 

1 

1 

25.5 

+— 

—4 

2 

1 

26 

I 

28 

1 

54 

AGREE 

I 

I 

1 

52.9 

4  — 

•  •a... 

—4 

3 

1 

9 

1 

11 

1 

20 

DISAGREE 

1 

1 

I 

19.6 

4  — 

—4 

4 

I 

I 

2 

1 

2 

STRONGLY 

OISAGRE 

1 

1 

I 

2.0 

COLUMN 

51 

51 

102 

TOTAL 

50.0 

50.0 

100.0 

NUMBER  CF 

MISSING 

OBSERVATIONS 

r 

31 

J-12 


Table  13 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“THE  NUMBER  OF  NURSING  HISTORY  QUESTIONS  IS  ADEQUATE" 
BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS  PARA  TDM 

I  T3TAL 


ft  t 

1 

11 

21 

91 

1 

1 

18 

I 

5 

1 

23 

STRONGLY 

AGREE 

I 

1 

1 

2A.5 

2 

1 

21 

I 

37 

1 

58 

AGREE 

I 

1 

I 

61.7 

4— 

-4- 

-♦ 

3 

1 

A 

1 

S 

1 

10 

DISAGREE 

1 

I 

1 

10.6 

4— 

-4- 

-4 

A 

1 

2 

I 

1 

1 

3 

STRONGLY 

DISAGRE 

I 

I 

1 

3.2 

4— 

-4- 

-4 

COLUMN 

A5 

A9 

9A 

TOTAL 

A7.9 

52.1 

13D.0 

NUMBER  OF  MISSING  OBSERVATIONS 


39 


i 


Table  14 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  CONTENT  OF  THE  NURSING  HISTORY  QUESTIONS  IS  AS  THOROUGH 

AS  I  NEED  THEM  TO  BE" 

BY  TYPE  OF  PROVIDER 


TYPE 


B2 

COUNT 

1 

IRNS 

I 

1 

PARA 

11 

21 

ROM 

TOTAL 

1 

1 

15 

I 

3 

1 

18 

STRCNtLY 

AGREE 

1 

1 

1 

19.1 

4.... 

... 

«— ♦ 

2 

I 

23 

1 

37 

I 

60 

AGREE 

1 

I 

1 

S3.8 

— ♦ 

3 

1 

4 

1 

7 

1 

11 

DISAGREE 

1 

1 

1 

11.7 

4.... 

... 

«... 

A 

I 

3 

1 

2 

I 

5 

STRONCIY 

0ISA6RE 

I 

1 

1 

5.3 

4.... 

.... 

... 

COLUMN 

45 

49 

94 

TOTAL 

47.9 

52 

•  1 

100.0 

NUMBER  CF  MISSIMG  OBSERVATIONS  =  39 


J-14 


1 


t 


Table  15 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"ON  MY  NURSING  UNIT  THE  BLOCK  FOR  PATIENT'S  PERSONAL 
ARTICLES  AND  VALUABLES  IS  HELPFUL" 

BY  TYPE  OF  PROVIDER 


COUNT 


TYPE 

I  II  2* 

T  r\  r  1 .  I 

I _ i - 1 . J 

>  «  1  ”  !  _  ^9:1 

1 _ ; _ _ _ _ 

I  3  1  5  1  I  I 


PARA 


STRONCLY  AGREE 


AGREE 


DISAGREE 


II 

8  I 
I 

■  mmm  • 

21  I 
I 


I  16 

I  16.8 

1  AT 


1  2A 
I  25.3 

■f 


STRONGLY  01SA6RE  I _ —I _ _ _ 1 


COLUMN 

TOTAL 


A3 

A5.3 


AS 
AB  •A 


NUMBER  CF  MISSING  OBSERVATIONS  *  38 


95 

100.3 


J--15 


Table  16 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“ON  MY  NURSING  UNIT  MOST  NURSING  HISTQRIFS  ARE 
DONE  BY  NON-RN/ANC  PERSONNEL." 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

I 

IRNS 

I 

1 

PARA 

11 

WARD 

CLERK 

21 

31 

ROW 

TOTAL 

• 

1 

1  7 

I 

5 

I  1 

1 

13 

STROAICLY  AGREE 

I 

I 

1 

1 

12.5 

.-.4». 

mmmm 

•«4 

2 

I  17 

I 

21 

1  3 

I 

41 

ACRFc 

I 

1 

I 

I 

39.4 

..4  — 

—4 

3 

1  9 

I 

21 

1  3 

I 

33 

OlSAtoREE 

I 

1 

I 

I 

31.7 

4—  —  -— 

.-4  — 

►  -4 

I  13 

1 

4 

I 

I 

17 

STRONGLY  DISAGRE 

I 

1 

1 

I 

16.3 

.->4 

COLUMN 

A6 

31 

7 

104 

TOTAL 

AA.2 

49.3 

S.7 

100.0 

NUMBER  CF  MISSING 

OBSERVATIONS 

29 

J-16 


Table  17 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“ON  MY  NURSING  UNIT  AU  NURSING  ASSESSMENTS  ARE 
DONE  BY  RNs  AND  ANCs“ 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS  PARA  WAYD  ROM 

1  CLERK  TOTAL 

I  11  21  31 

B5  - - -4 - — - —I-*-.—.-.* 

11  29  I  13  1  2  1  44 

STRONCLY  ACREE  1111  41.9 

2  1  9  1  18  1  4  1  31 

AGREc  I  I  I  I  29.5 

3  1  7  I  19  1  1  26 

DISAGREE  1  I  1  I  24.8 

4  1  II  2  1  II  4 

STRONCLY  OISAGRE  1  I  1  I  3.B 

COLUMN  4C  52  7  105 

TOTAL  43.8  49.5  6*7  100.0 


NUMBER  CF  MISSING  OBSERVATIONS  «  26 


J-17 


Table  18 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"ON  MY  NURSING  UNIT  AN  OVERPRINT  IS  USED  FOR 
THE  ASSESSMENT" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

1 

IRNS 

1 

I 

11 

ROM 

TOTAL 

STFONCIY 

1 

AGREE 

1 

1 

12  I 

1 

12 

26.1 

AGREE 

2 

1 

1 

11  I 

1 

11 

23.9 

DISAGREE 

3 

1 

I 

12  1 

I 

12 

26.1 

STRONGLY 

A 

OISAGRE 

I 

1 

11  I 

1 

11 

23.9 

COLUMN 

TCTAL 

100 

46 

.0 

46 

100.3 

NUMBER  IF  MISSING  OBSERVATIONS  »  87 


J-18 


Table  19 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"ON  MY  NURSING  UNIT  WE  OFTEN  USE  THE  HISTORY 
AND  ASSESSMENT  CONTINUATION  SHEET" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

I 

IRNS 

1 

I 

PARA 

11 

WARD 

CLERK 

21 

31 

A 

ROW 

TOTAL 

D  f 

• 

*■  * 

1 

1  8 

I 

3 

I 

1 

1 

17 

STROMtLV 

AGREE 

1 

I 

1 

I 

17.2 

4  ——— 

.-4— 

—4—--- 

m  m 

—4 

2 

1  10 

I 

29 

I 

2 

1 

41 

AGREE 

I 

I 

I 

I 

41.4 

» mm 

m  m  m  m 

m  m 

>>4 

3 

I  14 

1 

11 

I 

! 

1 

26 

DISAGREE 

1 

1 

1 

1 

26.3 

4  — — - 

*  m 

—4 

I  11 

I 

1 

1 

3 

1 

15 

STRDNtLY 

DISAGRE 

I 

1 

I 

I 

15.2 

4——  — 

.-4«. 

-■ 

--4 

COLUMN 

43 

49 

7 

99 

TOTAL 

43.4 

49.5 

7. 

1 

100.0 

NUMBER  Cf 

MISSING 

OBSERVATIONS 

34 

J~19 


Table  20 


I 

i 

\ 

!  FORT  CAMPBELL 

I  CLINIC  NURSING  RECORDS  STUDY 

“OVERPRINTING  THE  ASSESSMENT  CATEGORIES  FROM  THE 
STANDARDS  OF  NURSING  PRACTICE  (DA  PAM  40-5) 

IS  HELPFUL  TO  ME" 

BY  TYPE  OF  PROVIDER 


I 

& 


TYPE 


COUNT  i 

IRMS  ROW 

I  TOTAL 

1  11 

Be  ♦ 

11  17  1  17 

STRONGLY  AGHLE  1  1  42.5 

♦— - — 

21  19  1  19 

AGREE  1  1  47.5 

+.• - — 4 

3  1  2  1  2 

DISAGREE  1  1  5.0 

4  1  2  1  2 

STRONGLY  OISAGRE  1  1  5.0 

+• - — — + 

COLUMN  40  40 


TOTAL  100.0  iOO.O 
NUMBER  (F  MISSING  OBSERVATIONS  =  93 


J-20 


Table  21 
FORT  CAMPBELL 

CLINIC  NURSING  RECORDS  STUDY 

"OVERPRINTING  THE  ASSESSMENT  CATEGORIES  FROM  THE  STANDARDS 
OF  NURSING  PRACTICE  (DA  PAM  40-5)  HAS  INCREASED 
MY  USE  OF  THE  CATEGORIES" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

1 

IRNS 

ROH 

I 

TOTAL 

1 

11 

B9  - 

— ♦ 

1 

I 

13 

I 

13 

STRONGLY  AGREE 

1 

1 

39.3 

►•4 

2 

I 

19 

I 

19 

AGREE 

I 

1 

48.7 

'  ■ 

3 

I 

5 

1 

S 

DISAGREE 

I 

I 

12.3 

4—  — 

... 

-4 

4 

I 

2 

I 

2 

STRONGLY  OISACRE 

I 

1 

5.1 

4<— — 

«»•»«» 

COLUMN 

39 

39 

TOTAL 

100 

.0 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  *  94 


Table  22 


FORT  CAMPBELL 

CLINIC  NURSING  RECORDS  STUDY 
“OVERPRINTING  THE  ASSESSMENT  CATEGORIES  FROM  THE 
STANDARDS  OF  NURSING  PRACTICE  (DA  PAM  40-5) 
SHOULD  BE  CONTINUED" 

BY  TYPE  OF  PROVIDER 


TYPE 

COOST  1 

IRNS  RDM 

1  TOTAL 

1  11 

9J0  - ♦ - ♦ 

11  16  1  U 

STRONGLY  AGREE  1  I  41.0 

4— — ♦ 

21  21  I  21 

AGREE  1  1  33.3 

4— - —4 

3  1  2  1  2 

DISAGREE  1  1  5.1 

4^... - 4. 

COLUMN  39  39 

TOTAL  100.0  100.3 

NUMBER  IF  HISSING  OBSERVATIONS  *  94 


»>r. 


< 


Table  23 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"I  LIKE  THE  IDEA  OF  THE  NURSING  HISTORY  AND  ASSESSMENT, 
IF  COMPLETED  ON  ADMISSION,  SERVING  AS  THE  ADMISSION 

NURSING  NOTE" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT 

1 

IRNS 

RON 

1 

TOTAL 

1 

11 

Bll 

1 

I  35 

I 

35 

STRONGLY 

AGREE 

1 

1 

77.5 

2 

1  9 

I 

9 

AGREE 

1 

1 

20.0 

4—  —  — 

»-+ 

A 

1  1 

1 

1 

STRONGLY 

DlSAGRE 

I 

1 

2.2 

4....... 

COLUMN 

A5 

A5 

TOTAL 

100.0 

100.0 

NUMBER  tf  MISSING  OBSERVATIONS  *  SB 


J-23 


f 


Table  24 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"OVERPRINTING  THE  NURSING  DIAGNOSES  ONTO  THE  CARE  PLAN 

IS  HELPFUL  TO  ME" 

BY  TYPE  OF  PROVIDER 


TYPE 

, 

COUNT 

I 

IRNS 

ROM 

1 

fOTAL 

I 

11 

Bl? 

..4 

1 

I  23 

I 

23 

STRONGLY 

AGREE 

1 

I 

50.3 

4....... 

«-♦ 

2 

I  16 

1 

16 

AGREc 

1 

1 

3A.S 

4  —  ..... 

.-4 

3 

1  6 

1 

6 

DISAGREE 

1 

I 

13.0 

•f 

A 

I  1 

1 

1 

STRONGLY 

DISAGRE 

I 

1 

2.2 

4....... 

>— ♦ 

COLUMN 

A6 

AS 

TOTAL 

100.0 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  »  87 


J-24 


Table  25 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“OVERPRINTING  THE  NURSING  DIAGNOSES  ONTO  THE  CARE  PLAN  HAS 
INCREASED  MY  USE  OF  THE  DIAGNOSES" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 


13  _ _ _ 

IRNS 

1 

1 

11 

ROM 

TOTAL 

1 

I 

19 

I 

19 

strongly  agree 

I 

I 

44.2 

2 

I 

18 

I 

IB 

AGREE 

I 

I 

41.9 

3 

•f— » 

I 

5 

.-4 

I 

5 

DISAGREE 

1 

I 

11. B 

4 

I 

1 

I 

1 

STRONGLY  OISAGRE 

j 

I 

2.3 

COLUMN 

TOTAL 

100 

43 

•  0 

-♦ 

43 

IDO.O 

NUMBER  CF  MISSING  OBSERVATIONS  »  90 


J-25 


Table  26 
FORT  .mMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"OVERPRINTING  THE  NURSING  DIAGNOSES  ONTO  THE  CARE  PLAN 
SHOULD  BE  CONTINUED" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  ROM 

I  TOTAL 

1  II 

- 4 - ♦ 

II  21  I  21 

STRONCLY  AGREE  I  I  A6.7 

2  1  18  I  IB 

agree  I  I 

4-'  — — — ♦ 

3  1  6  1  6 

DISAGREE  1  I  13*3 

4  4' 

COLUMN  A5  A 5 

TOTAL  100.0  100.0 

NUMBER  OF  MISSING  OBSERVATIONS  »  88 


J-26 


Table  27 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"I  READ  THE  NURSING  CARE  PLAN  TO  LEARN  THE  OVERALL 
GOALS  FOR  THE  PATIENT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IPARA  ROM 


I 

TOTAL 

5  _ 

I 

21 

1 

I 

11 

I 

11 

STRONCIV  AGREE 

I 

I 

21.2 

4- 

—4 

2 

I 

36 

I 

36 

AGREE 

1 

I 

69.2 

4- 

-4 

3 

1 

5 

I 

5 

DISAGREE 

I 

I 

9.6 

4- 

-4 

COLUMN 

52 

52 

TOTAL 

100.0 

100.3 

NUMBER  DF  MISSING  OBSERVATIONS  *  81 


J-27 


Table  28 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“OTHER  THAN  THE  PATIENT  IDENTIFICATION  STAMP,  I  HAVE 
COMPLETED  SOME  PORTIONS  OF  THE  NURSING  DISCHARGE 
SUMMARY  FOR  THE  NURSES" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IPARA  HARD  R3M 

1  CLERK  T3TAL 

1  21  31 

Cl  - ♦ - ♦ - ♦ 

11  91  1  1  10 

STRONGLY  ACREE  1  1  1 

4— — ♦ 

21  2A  1  %  1  28 

AGREE  I  1  1 

4—.. - .4...... - 4 

31  lA  I  11  15 

DISAGREE  1  1  1  25.3 

4..— — «.4...... — 4 

A  1  3  1  11  A 

STRONGLY  OISAGRE  I  1  I  7.0 

4 - 4 - - 

COLUMN  50  7  57 

TOTAL  87.7  12.3  100. 0 

NUMBER  CF  MISSING  OBSERVATIONS  *  76 


J-28 


Table  29 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"OTHER  THAN  THE  PATIENT  IDENTIFICATION  STAMP,  THE  ENTIRE 
NURSING  DISCHARGE  SUMMARY  IS  COMPLETED  ONLY  BY  AN 
RN/ANC  ON  MY  NURSING  UNIT" 

BY  TYPE  OF  PROVIDER 


TYPE 


C2 

STRONGLY 

COUNT 

I 

IPARA 

I 

I 

HARD 

CLERK 

21 

31 

?3H 

T3TAL 

1 

AGREE 

I  A 

I 

1  Z 

I 

I 

1 

6 

10*5 

AGREE 

2 

1  15 

I 

I  ? 

I 

1 

1 

17 

29.8 

DISAGREE 

3 

1  25 

I 

1  2 
I 

1 

1 

27 

A7.A 

STRONGLY 

A 

DtSAGRE 

1  6  1  1 
I  1 

1 

I 

7 

12.3 

COLUMN 

TOTAL 

50 

61.7 

7 

12.3 

57 

IDD.O 

NUMBER  CF  MISSING  OBSERVATIONS  *  76 


Table  30 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  -  ELEMENTS 
ON  THE  FORM  ARE  THOSE  I  WOULD  INCLUDE  IN  A  DISCHARGE 

NURSING  NOTE" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

1 

JRNS 

ROM 

I 

IDTAL 

I 

11 

C3 

... 

— ♦ 

1 

1 

20 

I 

20 

STRONCLV 

AGREE 

I 

I 

A6*S 

4  —  — 

»-♦ 

2 

I 

20 

I 

20 

AGREE 

I 

1 

4b.S 

4  —  .. 

... 

3 

I 

2 

1 

2 

OlSAiREE 

1 

1 

A. 7 

4.... 

A 

1 

1 

1 

1 

STRONGLY 

DISAGRE 

I 

1 

2.3 

4.... 

... 

COLUMN 

A3 

A3 

TOTAL 

100 

•  0 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  *  90 


J-30 


Table  31 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  -  I  LIKE 
TO  HAVE  THE  DISCHARGE  SUMMARY  SERVE  AS  THE  NURSING 
DISCHARGE  NOTE" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS  ROM 


1 

1 

W  4  "^  *****  *—* 

11 

-♦ 

TOTAL 

1 

1  28 

I 

2S 

STRONGLY 

AGREE 

I 

1 

■*4 

6S.1 

2 

I  12 

I 

12 

AGREE 

I 

1 

«*4 

27-9 

3 

I  1 

1 

1 

DISAGREE 

1 

4  —  —*-— 

1 

— 4 

2.3 

A 

I  2 

1 

2 

STRONGLY 

OISAGRE 

COLUMN 

TOTAL 

1 

4-*—*-  — 
A3 

100.0 

I 

***4 

A. 7 

A3 

100.3 

NUMBER  OF  MISSING  OBSERVATIONS 


90 


Table  32 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST) 
IT  IS  HELPFUL  TO  HAVE  A  COPY  FOR  THE  PATIENT" 
BY  TYPE  OF  PROVIDER 


TYPE 


COUNT  1 

IRNS  ROW 

I  TOTAL 

1  11 

C5  + - *■ 

II  23  1  23 

STRONCLY  ACRFE  1  I  53.3 

2  1  16  1  lb 

AGREE  1  1  37.2 

'—4 

3  1  2  1  2 

DISAGREE  1  I  A. 7 

4 - —4 

A  I  2  1  2 

STROWCLY  OISAGRE  I  I  A. 7 

4........ 4 

COLUMN  A3  A3 

TOTAL  100.0  100.0 


NUMBER  OF  MISSING  OBSERVATIONS  « 


90 


J-32 


Table  33 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  -  IT  IS 
IMPORTANT  FOR  A  NURSING  SUMMARY  TO  APPEAR  IN  THE 
OUTPATIENT  RECORD" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT  1 

IRNS  RDM 

1  TOTAL 

1  II 

- - - - 

II  17  1  17 

STRDNCLY  ACREE  I  !  38*5 

4— — — — ♦ 

21  21  1  21 

ACREc  1  I  ^7.7 

4 - ——4 

3  1  2  1  2 

DISAGREE  I  1  A.S 

4 - 4 

A  I  A  1  A 

STRONtLY  DISAGRE  1  1  9.1 

4— '——4 

COLUMN  AA  A A 

TOTAL  100.0  100.3 


NUMBER  OF  MISSING  OBSERVATIONS  *=  89 


Table  34 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  -  THE 
NURSING  DISCHARGE  SUMMARY  FORM  NEEDS  TO  BE  KEPT 
IN  THE  SYSTEM" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS  ROM 

I  TOTAL 

I  II 

C7  - 4 - - 

11  21  1  21 

STRONCLY  ACREE  I  I  A8.8 

4— -——4 
2  1  20  1  20 

46REc  I  I  46. 5 

4 - -4 

3  1  II  1 

DISAGREE  I  I  2.3 

4 - 4 

4  1  II  1 

STROMCLY  OISAGRE  I  I  2.3 

+ - 

COLUMN  43  43 

TOTAL  100.0  100.0 

NUMBER  OF  MISSING  OBSERVATIONS  «  90 


J-34 


Table  35 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"NURSING  DISCHARGE  SUMMARY  (DA  F0RM  3888-5  T'ST)  -  DISCHARGE 
SUMMARIES  SHOULD  BE  IN  A  MULTIDISCIP!  INARY  FORMAT  SO 
PHYSICIANS  AND  OTHER  HEALTH  CARE  PROVIDERS  COULD 
MAKE  APPROPRIATE  NOTATIONS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IRNS  ROM 

1  TOTAL 

I  II 

CB 

II  18  I  IB 

STRONCLY  ACREE  I  I  40.9 

4— — — — ♦ 

21  15  I  15 

AC-REc  I  I  34.1 

- - ♦ 

3  1  10  I  10 

DISAGREE  1  1  22.7 

4  1  II  1 

STRONGLY  0I5A6RE  1  I  2.3 

•f— — — — ♦ 

COLUMN  44  ht, 

TOTAL  100.0  100.3 


NUMBER  OF  MISSING  OBSERVATIONS  *  89 


Table  36 


FORT  CAMPBELL 

CINICAL  NURSING  RECORDS  STUDY 
"DOCTOR'S  ORDERS  MEOICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  - 
WE  FREQUENTLY  USE  THE  BUFF  COPY  ON 
NURSING  UNIT" 

BY  TYPE  OF  PROVIDER 


01 

STRONCLY 

COUNT 

TYPE 

I 

IRNS 

I 

1 

PARA 

11 

WARD 

CLERK 

21 

31 

ROW 

TOTAL 

1 

AGREE 

I  8 

1 

1 

I 

5 

1 

1 

1 

1 

A 

13 

13.0 

AGRFc 

2 

1  15 

I 

1 

1 

16 

I 

I 

1 

I 

1 

32 

32.0 

DISAGREE 

3 

I  12 

I 

I 

1 

2? 

1 

I 

2 

1 

1 

41 

41.0 

STPCNCLY 

4 

OISAGRE 

1  11 

1 

I 

1 

1 

1 

1 

2 

I 

I 

14 

14.0 

COLUMN 

TOTAL 

46 

46.0 

49 

49.0 

5 

>•0 

100 

100.0 

NUMBER  CF 

MISSING 

OBSERVATIONS 

r 

33 

J-36 


Table  37 


FORT  CAMPBELL 

CINICAL  NURSING  RECORDS  STUDY 
"DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  -  I  LIKE 
NOT  HAVING  TO  RECOPY  SOME  SINGLE  ACTION  ORDERS 
ONTO  THE  THERAPEUTIC  DOCUMENTATION  CARE 
PLAN" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS  PARA  HARD  ROM 

I  CLERK  TOTAL 

1  II  21  31 

11  29  I  16  I  3  1  AS 

STRONGLY  AGREE  1  I  I  »  A7.1 

4 - 4— - —4^.. -..—4 

21  10  I  26  1  31  39 

AGREE  1111  38.2 

4 - ^.4...... — 4,.--— -4 

3  1  5  1  6  1  1  11 

DISAGREE  I  I  I  1  10. B 

4 - 4- . — ♦ . — ♦ 

A  1  2  1  2  1  1 

STRONGLY  OISAGRE  I  1  1  13* 

4— —  ——4— ♦ 

COLUMN  A6  53  6  102 

TOTAL  A5.1  A9.0  5.9  100.0 


NUMBER  CF  MISSING  OBSERVATIONS  *  31 


J-37 


^  O' 


Table  38 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  THE  NURSING 
HISTORY  AND  ASSESSMENT  TO  LEARN  ABOUT  NURSING  ACTIVITIES 
AND  THE  PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IPROFES-  RDM 

ISIONAL  TOTAL 

1 

- 4 - ♦ 

II  11  1 

EVERT  FNT  1  I  5*3 

2  1  5  1  5 

MOST  ENTS  1  I  25. D 

4 - - - 4 

3  1  8  1  8 

RARElV  1  I  ^0*3 

4-«. - —4 

A  1  6  1  6 

NEVER  1  1  30.3 

COLUMN  20  23 

TOTAL  100.0  100.3 


NUMBER  OF  HISSING  OBSERVATIONS  =  113 


J-38 


Table  39 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"DURING  THE  TEST  PERIOD.  HOW  OFTEN  DID  YOU  USE  THE  NURSING 
CARE  PLAN  TO  LEARN  ABOUT  NURSING  ACTIVITY  AND  THE 
PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IPROFES-  ROM 

I  SIGNAL  TOTAL 

I  41 

X]B  - + - ♦ 


2 

1 

3 

I 

3 

MOST  TF'TS 

I 

1 

15. D 

+■ 

•4 

3 

I 

7 

I 

7 

RARElY 

I 

I 

35.0 

4 

1 

10 

I 

10 

NEVER 

I 

I 

50.0 

+• 

-♦ 

COLUMN 

20 

20 

TCTAL 

100.0 

100.0 

NUMBER  LF  MISSING  OBSERVATIONS  -  113 


J"39 


Table  40 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  ilS£  THE  NURSING 
DISCHARGE  SUMMARY  TO  LEARN  ABOUT  NURSING  ACTIVITIES  AND 
THE  PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IPROFES-  RDM 

ISIOMAL  TOTAL 

1  41 

XI  C  +“ . + 

11  11  1 
EVERY  FNT  1  1  5*0 

4 - .....4 

2  1  3  1  3 

MOST  PMS  1  1 

4— - —4 

3  1  5  1  5 

RARFcV  1  1  25.0 

4 - - — —4 

41  11  I  11 

NEVER  1  1  55.0 

4 - 4 

COLUMN  20  20 

TOTAL  100.0  100.0 


NUMBER  CF  MISSING  OBSERVATIONS  =  113 


J-40 


Table  41 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“DURING  THE  TEST  PERIOD.  HOW  OFTEN  DID  YOU  ilS£ 
THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN, 
NONMEDICATION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IPROFES-  RDM 


1  SIGNAL 

1 

41 

A 

TOTAL 

X 1 D 

EVERf  PNT 

1 

I  1 

1 

I 

I 

• 

3*5 

MOST  PMS 

2 

1  5 

1 

1 

1 

5 

25. D 

RAPElY 

3 

I  5 

1 

1 

I 

5 

25.0 

NEVER 

4 

>0 

1 

I 

9 

45.0 

COLUMN 

TOTAL 

20 

100.0 

20 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS  »  113 


J-41 


Table  42 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  ilS£ 
THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN, 
MEDICATION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IPROFES*  ROW 

ISIONAL  TOTAL 

1  AT 

XiE  - 4 - 4 

11  IT  1 

EVERY  TNT  1  1  5*0 

4... .....4 

2  1  6  1  S 

most  PRTS  1  I  30.0 

4 - - — 4 

3  1  5  1  3 

RAREtY  1  1  25.0 

4 - 4 

A  1  8  1  3 

NEVER  1  1  AO.O 

4 - 4 

COLUMN  20  20 

TOTAL  100.0  100.0 

NUMBER  fF  MISSING  OBSERVATIONS  =  113 


J-42 


Table  43 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  iiSE  THE 
TPR  GRAPHIC?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IPROFES*  ROW 

ISIONAL  rOTAL 

I  41 

Xip  - 4 - 4 

11  11  1  11 

EVERY  PNT  1  1  55. a 

4— ———4 

2  1  5  1  5 

MOST  PNTS  1  1  25. D 

4.. ...».4 

3  1  11  1 

RAPElY  I  I  5.3 

4.. ......4 

4  1  3  1  3 

NEVER  I  I  15.3 

4.. — ....4 

COLUMN  20  23 

TOTAL  103.0  100.3 

NUMBER  CF  MISSING  OBSERVATIONS  =  113 


J-43 


Table  44 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  THE 
PROGRESS  NOTES?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IPROFBS-  RDM 
ISIONAL  TOTAL 

1  AI 

XIG  ♦ - + 

11  9  1  9 

EVFPr  FNT  1  1  45.5 

2  1  5  1  5 

MOST  FMS  1  1  25.5 

3  1  2  1  2 

RARElY  I  I  10.5 

4...... >.4 

4  1  4  1  4 

NEVER  1  I  20.5 

COLUMN  20  20 

TOTAL  100.0  100.5 


NUMBER  IF  MISSING  OBSERVATIONS  *  113 


Table  45 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE  THE  OTHER 
FORMS  TO  REVIEW  NURSING  CARE?" 

BY  TYPE  OF  PROVIDER 


EMPTY  DATA  SET 


J-45 


Table  46 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 

"PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED  THE  NURSING 
HISTORY  AND  ASSESSMENT  TO  LEARN  ABOUT  NURSING  ACTIVITIES 
AND  THE  PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT 

1 

IPROFES- 

RON 

ISIONAL 

TOTAL 

1 

AI 

X3A 

-♦ 

1 

1  1 

1 

1 

EVERY  PNT 

1 

I 

5.0 

2 

1  3 

I 

3 

MOST  PM5 

1 

1 

15.0 

-♦ 

3 

1  11 

1 

11 

rarely 

1 

1 

55.0 

4....... 

-+ 

A 

1  5 

1 

5 

NEVE.? 

I 

1 

25.0 

COLUMN 

20 

20 

TOTAL 

100.0 

100.0 

NUMBER  CF  MISSING 

OBSERVATIONS 

=  113 

J-46 


Table  47 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED  THE 
NURSING  CARE  PLAN  TO  LEARN  ABOUT  NURSING  ACTIVITIES 
AND  THE  PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IPROFES-  ROW 

ISIONAL  TOTAL 

1  AI 

X3B  ♦ 

31  10  I  19 

RAPElY  I  I  50.9 

♦ - ♦ 

A  1  10  1  19 

YEVEP  I  I  50.9 

- ♦ 

COLUMN  20  29 

TOTAL  109.0  100.9 


NUMBER  OF  MISSING  OBSERVATIONS 


113 


Table  48 


FORT  CAMPBELL 

CLINICAL  NURSING-RECORDS  STUDY 

“PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED  THE  NURSING 
DISCHARGE  SUMMARY  TO  LEARN  ABOUT  NURSING  ACTIVITIES  AND 
THE  PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUJ^T  1 

IPROFES-  RDM 
ISIOMAL  TOTAL 


1 

41 

3C 

■»4 

2 

1 

1 

1 

1 

MOST  PNTS 

1 

1 

3.0 

4- 

•4 

3 

1 

7 

I 

7 

rarely 

1 

1 

35.0 

4- 

4 

I 

12 

I 

12 

NEVER 

1 

1 

50.0 

4* 

•-4 

COLUMN 

20 

20 

TOTAL 

100.0 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS  *  113 


j-48 


Table  49 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED 
THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN, 
NONMEDICATION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IPROFES-  ROW 
ISIONAL  TOTAL 

1  41 

X3D  - - - 4 

11  II  1 

EVERY  PNT  1  I  5.3 

2  1  2  1  2 

MOST  FNTS  1  1  10.3 

4.. . .....4 

3  1  6  1  b 

RARELY  I  1  30.3 

4.. .....«4 

41  11  I  11 

NEVER  I  I  55.3 

4  •4 

COLUMN  20  23 

TOTAL  103.0  100.3 


NUMBER  CF  MISSING  OBSERVATIONS  *  113 


J-49 


table  50 

FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED 
THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN, 
MEDICATION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IPROFES-  ROM 

ISIONAL  TOTAL 

1  AI 

g  - - - - 

II  11  1 

EVtPf  PNT  I  T  5.0 

2  1  5  1  5 

MOST  PNTS  I  1  25.0 

- - -♦ 

3  1  8  1  3 

RAREtY  1  1  AO.O 

- - - 

A  1  6  1  6 

never  1  1  50*® 

COLUMN  20  20 

TOTAL  100.0  100.0 


NUMBER  Cf  HISSING  OBSERVATIONS  »  113 


J-50 


Table  51 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED 
THE  TPR  GRAPHIC?" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

1 

IPROFES- 

ROM 

ISIONAL 

TOTAL 

I 

41 

IF 

►4- 

—  —  — — 

-4 

1 

I 

14 

I 

14 

EVERY  PNT 

1 

1 

70*0 

4- 

-4 

2 

I 

3 

1 

3 

MOST  PNTS 

I 

I 

130 

4- 

-4 

3 

1 

1 

1 

1 

RAREcY 

I 

I 

30 

4- 

—4 

A 

1 

2 

1 

2 

NEVER 

I 

I 

lOO 

4- 

*-4 

COLUMN 

20 

20 

TOTAL 

lOO.O 

lOOO 

NUMBER  GF  MISSING  OBSERVATIONS  «  113 


J-51 


Table  52 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED 
THE  NURSING  NOTES?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IPROFES-  RDM 

ISIONAL  rOTAL 

1  41 

X3E  - + - ♦ 

II  II  1 
EVERr  PNT  I  I  5.3 

2  1  8  1  B 

MOST  PUTS  I  I  40.3 

3  1  8  1  S 

rarely  I  I  40.0 

4  1  3  1  3 

NEVER  I  I  15.3 

4 - .....4 

COLUMN  20  23 

TOTAL  100.0  100.3 

NUMBER  CF  MISSING  OBSERVATIONS  «  113 


J~52 


Table  53 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE  OTHER 
FORMS  TO  REVIEW  NURSING  CARE?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IPROFES-  ROW 
ISIONAL  TOTAL 

I  A1 

X3H  4 - ™-4 

3  1  II  1 

RAREtY  1  I  50.5 

4— ———4 

A  1  II  1 

NEVER  I  I  50.0 

4.. 

COLUMN  2  2 

TOTAL  100.0  100.0 


NUMBER  OF  MISSING  OBSERVATIONS  *  131 


J~5i 


4 


I 

I 

f  Table  54 

i 

I  FORT  CAMPBELL 

i 

I  CLINICAL  NURSING  RECORDS  STUDY 

I 

I  “DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 

(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  -  HAVING 
TWO  SEPARATE  ORDER  SHEETS  CAUSED  MINIMAL 
DIFFICULTIES  FOR  ME" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 


IRNS 

1 

1 

PARA 

11 

HARD 

CLERK 

21 

31 

PROFES¬ 

SIONAL 

41 

ROW 

TOTAL 

1 

STPONCLY  ACREE 

1 

I 

19 

I  14 

1 

I  3 

1 

I 

I 

2 

I 

I 

38 

30.2 

2 

AGREE 

I 

I 

25 

1  23 

1 

1  1 

1 

I 

I 

3 

•T 

1 

1 

57 

45.2 

3 

DISAGREE 

I 

1 

3 

1  7 

1 

I  2 

1 

1 

I 

S 

■*T 

1 

I 

20 

15.9 

4 

STRONGLY  DISAGRE 

1 

I 

5 

I  1 

1 

1 

1 

I 

I 

5 

•t 

I 

1 

11 

8.7 

COLUMN 

TOTAL 

41 

52 

•  3 

53 

39.7 

6 

4.3 

IB 

14.3 

•t 

126 

100.0 

NUMBER  CF  MISSING 

OBSERVATIONS  « 

7 

i 

1 

•4 


J-54 


Table  55 
FORT'  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256^2  TEST)  -  ORDERS 
SHOULD  CONTINUE  TO  REMAIN  SEPARATED  ON  COLOR 
CODED  MEDICATION  AND  NONMEDICATION  SHEETS" 

BY  TYPE  OF  PROVIDER 


04 

STRONtLY 

COUNT 

TYPE 

1 

IRNS 

1 

1 

PARA 

11 

MIRD 

CLERK 

21 

PROFES- 

SIDNAL 

3!  4 

1 

ACREE 

1  28 

I 

- 

I 

1 

25 

1  4 

1 

1 

I 

1 

ACREc 

2 

1  15 

I 

I 

I 

21 

I  2 

1 

I 

I 

5 

DISACREE 

3 

I  3 

I 

1 

I 

3 

1  1 

I 

I 

I 

4 

STRCNCLY 

4 

OISACRE 

1  5 

I 

I 

I 

1 

I 

1 

1 

I 

8 

COLUMN 

TOTAL 

51 

40.5 

53 

39.7 

7 

5.5 

18 

14.3 

NUMBER  EF 

HISSING 

OBSERVATIONS 

S 

7 

J~55 


ROM 

TOTAL 


58 

46*0 

43 

34.1 

11 

8.7 

14 

11*1 

126 

100.0 


Table  56 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  bTUDY 
“DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDEPS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  -  PRIOR  TO 
THE  TEST  PERIOD,  IF  UNFAMILIAR  WITH  A  PATIENT,  I  TOST 
OFTEN  DETERMINED  CURRENT  MEDICATION(S)  BY  .  . 

BY  TYPE  OF  PROVIDER 


ITPt 

COUNT  1 

IPROFES-  ROM 

ISIONAL  TOTAL 

1  A1 

Ofc  + 

11  10  I  10 

REVlcF.  AIL  DR  OR  1  1  58.3 

4  — — ♦ 

2  1  5  1  5 

RFVlcU  TO-HED  I  1  29.4 

3  1  11  1 

ASK  NURSE  1  I  5.9 

+  - - —4. 

A  1  11  1 

OTHER  1  I  5.9 

4 - .....4 

COLUMN  17  17 

TOTAL  100.0  100.0 


NUMBER  OF  MISSING  OBSERVATIONS  *  116 


J-56 


Table  57 
FORT  CAMPBELL 

CLINICAL  teiNG  RECORDS  STUDY 
“DOCTOR'S  ORDERS  MEDICAtiON/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  form  4256-1  TEST;  DA  FORM  4256-2  TEST)  - 
DURING  THE  TEST  PERIOD.  AFTER  THE  SEPARATION  OF  ORDERS. 
IF  UNFAMILIAR  WITH  A  PATIENT.  I  MOST  OFTEN  DETERMINED 
CURRENT  MEDICATION(S)  BY  .  . 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IPROFES-  ROW 

ISlONAt  TOTAL 

I  41 

07  - -.-4—— - ♦ 

11  11  1  11 

REVIck  ALL  OR  OR  1  I  64.7 

4— — — 

2  1  4  1  4 

REVIck  TO-MEO  1  I  23.5 

4^......4 

3  1  II  1 

ASK  NURSE  I  I  5.9 

4— - --4 

4  1  II  I 

OTHER  I  I  5.9 

4— -'-——4 

COLUMN  17  17 

TOTAL  100.0  100.0 


NUMBER  CF  MISSING  OBSERVATIONS  =  116 


Table  58 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"DOCTOR'S  ORDERS  MEOICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  - 
IF  WE  WENT  BACK  TO  THE  'OLD'  ORDER  SHEETS,  I  WOULD 
HAVE  NO  DIFFICULTY  IDENTIFYING  COMPLETED  SINGLE 
ACTION  ORDERS" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

1 

IRNS 

1 

I 

PARA 

11 

WARD 

CLERK 

22 

31 

ROW 

TOTAL 

STRCwlLY 

1 

AGREE 

1  9 

1 

I  B 

I 

I 

1 

1 

1 

17 

16.3 

AGREc 

2 

I  17 

I 

1  lb 

1 

1  3 

1 

I 

I 

3b 

34.6 

DISA5FEE 

3 

1  16 

1 

1  19 

1 

1  2 

1 

•  •T 

1 

I 

37 

35.6 

STRONGLY 

4 

OISAGRE 

1  7 

1 

I  b 

I 

I  1 

1 

1 

I 

14 

13.5 

COLUMN 

TOTAL 

49 

47.1 

49 

47.1 

6 

S.B 

104 

100.0 

NUMBER  Cf  MISSIMG  OBSERVATIONS  * 


29 


Table  59 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“DOCTOR'S  ORDERS  MEPICATION/DOGTOR’S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  - 
IF  WE  WENT  BACK  TO  THE  'OLD'  ORDER  SHEETS,  I  WOULD  STILL 
WANT  A  COLUMN  FOR  SINGLE  ACTION  ORDERS  TO  PRECLUDE 
MY  HAVING  TO  RECOPY  THEM  ONTO  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLAN3" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS  PARA  WARD  ROW 

I  CLERK  TOTAL 


D9 

I 

11 

21 

31 

■ML  4 

Ik  411- 

1 

1 

28 

I 

15 

1 

1 

I 

44 

STRONGLY 

AGREE 

1 

I 

I 

I 

42.3 

+- 

-4- 

--4 

2 

1 

13 

I 

24 

1 

5 

I 

42 

AGREE 

I 

I 

1 

1 

40.4 

4- 

-4- 

3 

I 

7 

1 

9 

1 

I 

IS 

DISAGREE 

1 

1 

1 

I 

15.4 

4- 

-4- 

—4 

4 

I 

1 

I 

1 

I 

I 

2 

STRONGLY 

DISAGRE 

1 

1 

I 

1 

1.9 

4- 

-4- 

COLUMN 

49 

49 

6 

104 

TOTAL 

47.1 

47.1 

5.8 

100.0 

NUMBER  (f  HISSING  OBSERVATIONS  >  29 


J-59 


Table  60 


FORT  CAMPBELL 

CLINICAL  NURSING ^ .RECORDS  STUDY 

I  LIKE  BEING  ABLE  TO  DOCUMENT  (WITH  EFFECTIVENESS  CODES  OR  KEY 
WORDS)  THE  PATIENT'S  RESPONSE  DIRECTLY  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLANS" 

BY  TYPE  OF  PROVIDER 


TYPE 


El 

STRCNtLY 

COUNT 

1 

IRNS 

1 

1 

PARA 

11 

21 

ROW 

TOTAL 

1 

AGREE 

1 

1 

31 

I 

1 

IS 

I 

1 

A6 

48.4 

aCPEc 

2 

I 

1 

16 

I 

I 

29 

I 

I 

45 

47.4 

DISAiREE 

3 

I 

1 

1 

I 

1 

3 

I 

1 

4 

4.2 

COLUMN 

TOTAL 

A8 

50.5 

A7 

A9.5 

95 

100.9 

NUMBER  LF  MISSING  OBSERVATIONS  >  38 


.1-60 


Tfible  61 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
•iMOSt  OF  MY  DOCUMENTATION  IS  RECORDED  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLANS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT 

1 

IPARA 

ROM 

I 

TOTAL 

I 

21 

— f 

1 

! 

11 

1 

II 

STRONGIY 

AGREE 

1 

I 

24.4 

4.... 

... 

2 

I 

26 

I 

26 

AGREE 

I 

I 

57. S 

4—  — 

— 

.-4 

3 

I 

7 

1 

7 

DISAGREE 

1 

1 

15.6 

4.... 

... 

A 

I 

1 

1 

1 

STRONGLY 

DISAGRE 

I 

I 

2.2 

4~.. 

— 

— ♦ 

COLUMN 

A5 

45 

TOTAL 

lOQ 

1.0 

100.3 

NUMBER  CF  MISSING  OBSERVATIONS  «  88 


J~61 


Table  62 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“IN  THE  PAST,  I  USED  TO  DO  MOST  OF  MY  DOCUMENTING  ON 
THE  NURSING  NOTES  (SF  510)“ 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IPARA  ROM 

I  roT^L 

I  21 

£3  - ♦ - ♦ 

11  15  1  15 

STROMCLY  AGREE  1  I  31.9 

2  1  31  1  31 

AGREE  1  I  65.0 

A  1  11  1 

STRONGLY  OISAGRE  1  1  2.1 

4 - —4 

COLUMN  A?  A7 

TOTAL  100.0  100.0 

NUMBER  IF  MISSING  OBSERVATIONS  »  86 


J-62 


Table  63 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“IIECOROIN6  THE  PATIENT'S  RESPOf^SE  CIN  THE  TD  CARE  PLAN 
IMPROVES  MY  DOCUMENTATION  OF  PATIENT  CARE" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IRNS 


PARA 


R9M 


EA 


I 

T3TAL 

I 

11 

21 

•4. 

1 

I 

18 

1 

9 

1 

27 

STROMEIY  AGREE 

I 

1 

1 

28.4 

4— 

-4— 

-4 

2 

I 

24 

I 

34 

I 

SB 

AGREE 

I 

1 

1 

Sl.l 

4-- 

-4  — 

“4 

3 

I 

4 

1 

5 

1 

9 

DISAGREE 

I 

I 

I 

9.5 

4— 

—4 

A 

I 

1 

1 

I 

1 

STROMCIY  01SA6RE 

I 

1 

I 

1.1 

4  — 

—4 

COLUMN 

47 

43 

95 

TOTAL 

49. S 

30.5 

100.0 

IMBER  OF  MISSING 

OBSERVATIONS 

3B 

J-63 


Table  64 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLAN  ENCOURAGES  ME  TO  WRITE  MORE 
NURSING  ORDERS  TO  DESCRIBE  NURSING  ACTIVITIES 
WITH  THE  PATIENT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IRNS  ROM 

1  TOTAL 

1  II 

f5  - - 

II  13  1  13 

STRONGLY  AGREE  I  1  2B.3 

21  26  1  26 

AGREE  I  1  56»6 

— f 

3  1  6  1  6 

DISAGFEE  I  1  13. D 

4  1  II  1 

STRONGLY  DISAGRE  I  I  2.2 

+— - — ♦ 

COLUMN  46  46 

TOTAL  100*0  100.0 


NUMBER  CE  MISSING  OBSERVATIONS  »  87 


Table  65 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLAN* IMPROVES  COMMUNICATION 
AMONG  NURSING  PERSONNEL" 

BY  TYPE  OF  PROVIDER 


p  #1 

COUNT 

TYPE 

I 

IRNS 

I 

I 

PARA 

11 

21 

RQH 

TOTAL 

C  V 

STR0N6LY 

1 

ACREE 

I  11 

I 

I  9 

I 

1 

1 

20 

21.1 

AGREE 

2 

1  26 

I 

1  31 

I 

1 

1 

57 

63.0 

DISAGREE 

3 

1  10 

1 

I  S 

1 

1 

I 

IB 

1B.9 

COLUMN 

TOTAL 

A7 

^9.5 

SO.S 

95 

133.0 

NUMBER  OF 

MISSING 

OBSERVATIONS  « 

3B 

FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLAN  IMPROVES  COMMUNICATION 
BETWEEN  NURSES  AND  OTHER  HEALTH  CARE  PROVIDERS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IRMS  PARA  ROW 


I 

I 

11 

21 

T3TAL 

* 

1 

I 

10 

I 

B 

1 

IS 

STPONCLY 

AGREE 

I 

1 

1 

19.1 

•f— 

..4 

2 

I 

21 

I 

31 

1 

52 

AGREE 

1 

1 

1 

55.3 

—4 

3 

I 

15 

1 

7 

1 

22 

DISAGREE 

I 

I 

I 

23.A 

4— 

—4 

A 

I 

1 

I 

1 

1 

2 

STRONCLY 

DISA6RE 

I 

I 

1 

2.1 

4— 

..... 

—4 

COLUMN 

AT 

AT 

9A 

TOTAL 

50.0 

50.D 

IDO.O 

NUMBER  LF  MISSING  OBSERVATIONS 


39 


Table  67 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
''RECORDING.  THE  PATIENT'S  RESPONSE  ON  THE  TD  CARE  PLAN  HAS 
DEGREASED  FRAGMENTED  DOCUMENTATION  IN  THE  RECORD" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

1 

IRNS 

I 

1 

PARA 

11 

21 

R3H 

T3TAL 

STRDNfelY 

1 

AGREE 

mm  mmm 

1  15 

I 

1 

I 

10 

I 

I 

25 

26.9 

AGREE 

2 

1  26 

1 

I 

I 

29 

1 

I 

55 

59.1 

DISAGREE 

3 

I  6 

1 

1 

1 

7 

1 

1 

13 

lA.O 

COLUMN 

TOTAL 

AT 

50.5 

AS 

A9.S 

93 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS  *  AO 


Table  68 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  TD  CARE  PLAN 
ALLOWS  ME  TO  GIVE  A  MORE  THOROUGH  REPORT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COl'^T  I 

IRNS  ROW 

I  TOTAL 

I  II 

E9  - 4 - 4 

11  13  1  13 

STRONGLY  AGREE  1  I  ?8.3 

4 - .....4 

21  2A  1  2% 

AGPEc  I  I  52.2 

4 - 4 

3  1  9  1  9 

DISAiPtE  I  I  19.6 

4— — —4 

COLUMN  A6  A6 

TOTAL  100.0  100.0 

NUMBER  CF  MISSING  OBSERVATIONS  «  87 


J-68 


Table  69 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
'•RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  TD  CARE  PLAN 
GIVES  ME  A  BETTER  'PICTURE'  OF  WHAT  HAPPENED  TO 
THE  PATIENT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS  PARA  HOH 

*  TOTAL 


ElO 

1 

11 

21 

1 

I 

12 

1 

7 

►•4 

1 

19 

STRONCLV  AGREE 

1 

I 

1 

20.A 

4- 

—4 

2 

1 

29 

1 

33 

I 

62 

AGREE 

1 

1 

I 

55.7 

-4- 

—4 

3 

I 

A 

I 

7 

1 

11 

DISAGREE 

I 

1 

I 

11. S 

4- 

-4- 

-4 

A 

I 

1 

I 

I 

1 

STRONGLY  OISAGRE 

I 

I 

I 

1.1 

4- 

-4* 

-4 

COLUMN 

A6 

A  7 

93 

total 

A9.5 

50.3 

IDD.O 

NUMBEP  LF  MISSING  OBSERVATIONS  * 


J-69 


Table  71 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“I  HAD  MINIMAL  DIFFICULTY  RECORDING  THE  PATIENT'S 
RESPONSES  ON  THE  THERAPEUTIC  DOCUMENTATION 
CARE  PLAN" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS  PARA  ROM 

I  TOTAL 

I  II  21 

E12  - - - ♦ - ♦ 

11  10  I  A  I  lA 

STRONCLY  ftCREE  1  1  1  15.6 

2  1  26  I  29  I  55 

ACREc  1  1  1  51.1 

3  1  7  1  10  1  17 

DISAiFEE  1  1  I  19*9 

4........4..— ....4 

A  1  3  1  11  A 

STRONtlY  OISAGRE  I  I  1  A. A 

4 .....4. .......4 

COLUMN  46  AA  90 

TOTAL  51.1  AB.9  100.0 

NUMBER  TF  HISSING  OBSERVATIONS  =  43 


J-71 


Table  72 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 

“THE  EXPANDED  USE  OF  THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN 
(BEING  ABLE  TO  DOCUMENT  RESPONSES)  IS  A  CONCEPT  WHICH  SHOULD 
BE  AVAILABLE  TO  ALL  NURSING  PERSONNEL  WORLDWIDE" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  PARA  ROM 

I  TOTAL 


B13 

I 

11 

21 

*  » 

1 

1 

25 

I 

11 

1 

36 

STRONCLY 

AGREE 

I 

I 

I 

40.4 

4- 

•«4 

2 

I 

20 

1 

29 

1 

49 

AGRFc 

1 

1 

1 

55.1 

4- 

-4- 

--4 

3 

1 

I 

3 

1 

3 

OISACFEE 

1 

1 

I 

3.4 

4- 

-4- 

—4 

4 

1 

1 

I 

1 

1 

STROMCIY 

OISAGRE 

I 

1 

1 

1.1 

4- 

>-4- 

—4 

COLUMN 

46 

43 

89 

TOTAL 

51.7 

48.3 

100.0 

NUMBER  fF  MISSING  OBSERVATIONS  *  A4 


Table  73 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  'FOLDER'  TYPE  FORMAT  OF  THE  THERAPEUTIC  DOCUMENTATION 
CARE  PLANS  IS  AN  IMPROVEMENT" 

BY  TYPE  OF  PROVIDER 


C  t  £ 

COUNT 

TYPE 

1 

IRNS 

1 

i 

PARA 

11 

MAID 

CLERK 

21 

31 

ROW 

TOTAL 

1 

I 

16 

1 

13 

1  2 

) 

31 

STRONCLY 

AGREE 

1 

I 

1 

1 

29.0 

*«♦ 

2 

I 

20 

I 

30 

1  3 

1 

53 

AGREE 

1 

I 

1 

1 

A9.5 

... 

3 

I 

11 

1 

5 

1  2 

I 

IB 

DISAGREE 

1 

I 

1 

I 

16.8 

4—. 

—4 

A 

I 

3 

I 

2 

I 

I 

5 

STRO*fttY 

OISAGRE 

I 

I 

I 

I 

A. 7 

4^.. 

..4....... 

—4 

COLUMN 

50 

53 

7 

107 

TOTAL 

A6 

.7 

A6«7 

6*5 

100*0 

NUMBEP  CF  MISSIMG  OBSERVATIONS  »  26 


J~73 


Table  74 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  'FOLDER'  TYPE  FORMAT  OF  THE  THERAPEUTIC  DOCUMENTATION 
CARE  PLANS  SHOULD  BE  KEPT  EVEN  IF  IT  CANNOT  BE 
OVERPRINTED  WITH  ORDERS" 

BY  TYPE  OF  PROVIDER 


TYPE 


RNS  PARA  WARD  RON 


11 

CLERK 

21 

31 

^  ^  X 

TOTAL 

13 

I 

1 

n 

1  1 

1 

1 

1 

24 

23.3 

11 

I 

I 

3D 

I  1 

1 

1 

I 

42 

40.8 

15 

1 

1 

7 

1  4 

1 

1 

I 

26 

25.2 

8 

I 

1 

3 

1 

1 

1 

I 

^  ^x 

11 

10.7 

47 

45.6 

50 

48.5 

6 

5.S 

103 

100.0 

NUMBER  IF  MISSING  OBSERVATIONS  »  30 


J-74 


Table  75 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
•*TNE  'FOLDER'  TYPE  FORMAT  OF  THE  THERAPEUTIC  DOCUMENTATION 
CAR^PLANS  SHOULD  HAVE  THE  PATIENT  IDENTIFICATION 
BLOCK  PRINTED  ON  ALL  PAGES" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUM7  1 

IRNS  PARA  WARD  ROW 

1  CLERK  TOTAL 

1  II  21  3! 

E15  - ♦ - . . 

1  I  15  1  n  I  I  25 

STRONGLY  AGREE  I  I  I  I  25.2 

21  lA  I  21  I  A  1  39 

ACREc  1111  37.9 

31  lA  I  lA  1  31  31 

DISAGREE  I  I  I  I  30.1 

4—— - 4 - 4...... — 4 

A  1  5  1  2  1  I  7 

STRONGLY  OISAGRE  1  I  I  1  6.3 

4— 

COLUMN  A8  AS  7  103 

TOTAL  A6.6  A5.5  5.8  100.0 


NUMBER  OF  MISSING  OBSERVATIONS  »  30 


J-75 


Table  76 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“I  LIKE  THE  STURDIER  PAPER  ON  WHICH  THE  FORMS  ARE  PRINTED" 

BY  TYPE  OF  PROVIDER 


COl'^7 

TYPE 

i 

IRNS 

I 

I 

PARA 

11 

WARD 

CLERK 

21 

31 

ROW 

TOTAL 

E17  — 

• 

1 

1  18 

I 

19 

1  2 

I 

39 

STRD#<GLY  AGREE 

I 

I 

1 

I 

36.1 

4——-— 

.«4 

2 

1  19 

I 

23 

1  3 

I 

A5 

AGREE 

1 

1 

1 

1 

A1.7 

4—  —  — 

.-4 

3 

I  9 

I 

9 

1  2 

I 

20 

DISAiFEE 

I 

I 

I 

I 

18.5 

4—  —  —- 

.-4  — 

•“4 

A 

1  A 

I 

1 

1 

A 

STROAiCLY  OISAGRE 

1 

I 

1 

I 

3.7 

.-4  — 

--4 

tCLUMN 

50 

51 

7 

IDS 

TOTAL 

A6.3 

A7.2 

5.5 

100.9 

NUMBER  IF  MISSHG 

OBSERVATIONS 

9 

25 

J-76 


Table  77 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"HAVING  SEPARATE  PAGES  FOR  RECURRING,  DELAYED,  OR  PRN  ACTION 
ORDERS  IS  HELPFUL  TO  ME" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IRNS  PARA  HARO  ROW 

1  CLERK  TOTAL 


Eie 

1 

11 

21 

31 

•T* 

1 

1 

23 

I 

lA 

1 

1 

I 

38 

STRONtLY 

AGREE 

1 

I 

I 

1 

38.0 

.*4- 

.-4  — 

'-4 

2 

I 

20 

I 

30 

1 

A 

I 

54 

AGREE 

1 

r 

1 

I 

5A.0 

+• 

-4- 

.-4  — 

..... 

•-4 

3 

I 

2 

I 

3 

1 

1 

I 

& 

DISAGREE 

I 

I 

1 

I 

6.0 

4- 

—4  — 

'-4 

A 

I 

2 

I 

1 

I 

2 

STRONGLY 

DISAGRE 

1 

1 

I 

I 

2.0 

♦  - 

•  -4- 

.-4.. 

--4 

COLUMN 

AT 

AT 

6 

100 

TOTAL 

A7.0 

A7.0 

6.0 

100.0 

NUMBER  IF  MISSHG  OBSERVATIONS  *  33 


J-77 


I  Table  78 

I  FORT  CAMPBELL 

I  CLINICAL  NURSING  RECORDS  STUDY 

I  "TO  MY  KNOWLEDGE.  THERE  WERE  NO  TREATMENT  OR  MEDICATION 

I  ERRORS  COMMITTED  ON  MY  NURSING  UNIT  WHICH  COULD 

I  BE  BLAMED  ON  THE  NEW  FORMAT  OF  THE  THERAPEUTIC 

I 

I  DOCUMENTATION  CARE  PLANS" 

f  BY  TYPE  OF  PROVIDER 

I 


TYPE 

COUNT 

I 

IRNS 

PARA 

RDM 

> 

1 

T3TAL 

i 

1 

11 

21 

E19  - 

..4. ...... 

— ♦ 

1 

I  18 

I  8 

I 

26 

STPDMtLV  ACRFE 

I 

I 

1 

23.0 

4— 

— ♦ 

2 

I  22 

I  32 

I 

54 

aCRFc 

1 

1 

1 

53.1 

3 

]  6 

1  V 

I 

10 

DISAC-PEE 

1 

1 

1 

10. S 

4....... 

>.4....... 

— ♦ 

1  1 

I  2 

1 

3 

STPDNGLY  OISAGRE 

I 

1 

I 

3.2 

’ 

4— - — 

..4 - .... 

COLUMN 

A7 

Ab 

93 

TOTAL 

50.5 

49.5 

100.0 

KUMBFR  IF  MISSING 

\ 

1 

\ 

i 

OBSERVATIONS  = 

40 

J-78 


Table  79 

FORT  CAMPBELL 

CLJNICAL  NURSING  RECORDS  STUDY 
"I  WOULD  PjREFER  TO  HAVE  THE  THERAPEUTIC  DOCUMENTATION  CARE 
PLANS.  IN  A  SINGLE  SHEET  FORMAT  (LIKE  THE  'OLD'  TDs) 
EVEN  KNOWING  THAT  I  WOULD  HAVE  LESS  ROOM  FOR 
DOCUMENTATION' 

BY  TYPE  OF  PROVIDER 


TYPE 

CODMT  1 

IRNS  PARA 

1 

1  11 

- 4 - - - 

II  3  1  5 

STRONGLY  AGREE  1  I 

4-—.-. 

2  1  7  1  9 

AGREE  1  1 

4-.-. - 4.-.---, 

31  22  I  24 

DISAGPEE  I  I 

4- - —4 — - 

A  1  16  1  7 

STRONGLY  DISA6RE  1  1 

4- - 4— — - 

COLUMN  A8  45 

TOTAL  48.5  45.5 


HARD 

CLERK 


4 


3 


31 

-4 


4 


4 


4 


■4 


RON 

TOTAL 


8 

8.) 

19 

19.2 

49 

49.5 

23 

23.2 

99 

100.0 


34 


NUMBER  LF  MISSING  OBSERVATIONS 


Table  80 


I  t 


I  ( 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“IF  A  SINGLE  SHEET  FORMAT  WERE  TO  BE  USED,  I  WOULD  PREFER 
A  MEDIUM  WEIGHT  PAPER  (LESS  BULKY  THAN  THE 
TESTED  PAPER)" 

BY  TYPE  OF  PROVIDER 


TYPE 

CCUf^T 

1 

IRNS 

PARA 

WARD 

ROW 

I 

CLERK 

TOTAL 

I 

11 

21 

31 

E21  - 

-.4  — 

-4 

1 

1  8 

I 

5 

1  1 

! 

14 

STRONCIY  AGREE 

I 

I 

1 

1 

13.7 

4——  — 

-4»- 

•«4 

2 

1  lA 

1 

13 

1  2 

I 

34 

^GREc 

1 

1 

1 

1 

33.3 

4  —  —  — 

,.4«- 

•-4 

3 

1  18 

I 

IS 

1  3 

1 

39 

DISAiRFE 

I 

1 

1 

I 

38.2 

4  —  —  -— 

.-4.. 

—4  —  —  — 

'-4 

A 

I  8 

1 

S 

I  1 

I 

15 

STROAltlY  DISAGRE 

1 

I 

1 

I 

1A.7 

4....... 

.«4-. 

—4  —  —  — 

—4 

COLUMN 

A8 

A7 

7 

102 

TOTAL 

A7.1 

A6.1 

S.9 

100.0 

NUMBER  CF  MISSING 

OBSERVATIONS 

31 

J-80 


Table  81 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“ALL  MEDICATION  AND  NONMEDICATION  FORMS  SHOULD 
REMAIN  COLOR  CODED" 

BY  TYPE  OF  PROVIDER 


E?2 

COUNT 

TYPE 

I 

IRNS 

I 

I 

PARA 

11 

HARD 

CLERK 

21 

31 

RON 

TOTAL 

1 

1  32 

1 

21 

1  5 

I 

59 

STRCNCLY 

AGREE 

I 

1 

1 

1 

55.9 

.-4«. 

2 

I  lA 

I 

27 

1  ? 

I 

A3 

AGREE 

I 

1 

1 

I 

A1.3 

— f 

3 

I 

I 

1 

1 

I 

1 

DISAGREE 

I 

I 

1 

I 

1.0 

-4-. 

A 

I  2 

I 

I 

I 

2 

STRDrttlY 

DISAGRE 

1 

I 

I 

I 

1.9 

.-4  — 

COLUMN 

A8 

A9 

7 

ICA 

TOTAL 

A6.2 

A7.1 

S.7 

100.0 

NUMBER  OF 

MISSING 

OBSERVATIONS 

29 

J-31 


Table  82 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"YELLOW  HIGHLIGHTER  USE  SHOULD  BE  REINSTATED  TO 
DISCONTINUE  ORDERS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 


IRNS 

PARA 

HARD 

ROW 

I 

CLERK 

TOTAL 

I 

11 

21 

31 

E23 

** 

1 

I 

25 

1 

17 

1  1 

I 

A3 

STPOaJCLY 

AGREE 

I 

1 

1 

I 

41*0 

>— f** 

2 

1 

9 

I 

19 

1  3 

1 

31 

AGRfc 

I 

I 

1 

I 

29.5 

.-4- 

‘->4 

3 

I 

12 

I 

13 

1  1 

I 

23 

OISAtREE 

I 

1 

1 

1 

21.9 

4.... 

—4 

4 

! 

3 

1 

3 

1  2 

I 

8 

STRONGLY 

DISAGRE 

1 

I 

1 

1 

7.6 

4.... 

... 

.-4- 

COLUMN 

49 

A9 

7 

105 

TOTAL 

46 

.7 

46*7 

5.7 

100.0 

NUMBEF  Cf  MISSING  OBSERVATIONS  »  2B 


Table  83 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“THE  INTEGRATED  PROGRESS  NOTE  IMPROVES  COMMUNICATIONS 
CONCERNING  THE  PAtlENT  AMONG  ALL  HEALTH  CARE 
PROVIDERS" 

BY  TYPE  OF  PROVIDER 


COUMT 

TYPE 

1 

IRNS 

I 

I 

PARA 

11 

PROFES¬ 

SIONAL 

21 

41 

ROM 

TOTAL 

rj 

1 

I  27 

1  15 

I 

4 

I 

46 

STRONCLY  AGREE 

1 

1 

I 

1 

38.7 

-4 

2 

1  20 

1  33 

I 

7 

I 

57 

ACRFc 

I 

1 

I 

1 

47.9 

4——  — 

>.1.4....... 

—  4 

-4 

3 

1  2 

1  3 

1 

5 

1 

10 

OlSAiFEE 

I 

I 

1 

I 

8.4 

4— - - 

•»4  — ---• 

—4 

-4 

A 

I  2 

I  1 

1 

3 

I 

6 

STPPMCLY  0ISA6RE 

I 

I 

1 

1 

5.0 

..4....... 

‘->4 

-4 

COLUMN 

53 

A9 

19 

119 

TOTAL 

A2.9 

41.2 

is.o 

100.0 

NUMBER  tF  MISSING 

OBSERVATIONS  * 

14 

J-83 


Table  84 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  HAS  ENCOURAGED  ME  TO  BE 
MORE  THOROUGH  IN  DOCUMENTATION" 

BY  TYPE  OF  PROVIDER 


F  7 

COUNT 

TYPE 

1 

IRNS 

I 

1 

PARA 

11 

21 

RDM 

TOTAL 

STPPfiCLY 

1 

AGREE 

I  H 

1 

4  m-m  m^mm 

1 

1 

19 

1 

1 

24 

24.5 

AGRFc 

2 

1  22 

1 

I 

I 

23 

I 

1 

59 

51.0 

DISAGREE 

3 

1  11 

1 

1 

1 

19 

1 

1 

21 

21.4 

STRCNtLY 

4 

OISAGRE 

I  3 

I 

A.  ^  ^ 

I 

1 

1 

1 

3 

3.1 

COLUMN 

TOTAL 

50 

51.0 

43 

49.9 

98 

199.0 

NUMBER  CF 

HISSING 

OBSERVATIONS 

X 

35 

Table  85 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
THE  INTEGRATED  PROGRESS  NOTE  HAS  ENCOURAGED  ME  TO  BE 
MORE  CONCISE  IN  DOCUMENTATION" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 


IRNS 

PARA 

ROW 

I 

TOTAL 

....... 

1 

11 

21 

1 

I  13 

I 

12 

»»4 

1 

25 

STPONCLY  AGREE 

I 

I 

1 

25.B 

4....... 

—4 

2 

I  33 

1 

23 

I 

61 

0GREc 

1 

I 

I 

62.9 

4....... 

•‘4- 

‘-4 

3 

I  A 

I 

S 

I 

10 

DlSAfREE 

I 

I 

I 

10.3 

4....... 

-4' 

—4 

A 

1  1 

1 

1 

] 

STRONCLY  OISAGRE 

1 

I 

I 

1 .0 

4....... 

-4- 

-4 

COLUMN 

51 

A6 

97 

TOTAL 

52,6 

47.4 

lOO.D 

NUMBER  CF  MISSING  OBSERVATIONS  * 


J-85 


Table  86 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  LESSENS  FRAGMENTING  OF 
INFORMATION  IN  THE  PATIENT  RECORD" 

BY  TYPE  OF  PROVIDER 


COUMT 

TYPE 

1 

IRNS 

1 

1 

PARA 

11 

PR3FES- 

SI3MAL 

21 

41 

ROW 

TOTAL 

1 

I  17 

1 

13 

1 

4 

I 

34 

STROMCIY  ACRES 

I 

I 

1 

I 

29.3 

4—  —  — 

-4-. 

—4 

-4 

2 

I  30 

I 

29 

I 

7 

1 

65 

ACREc 

I 

I 

I 

I 

56.0 

4— — — 

-4  — 

—4 

»4 

3 

1  4 

I 

5 

I 

5 

I 

14 

OISAfcFf E 

I 

I 

1 

I 

12.1 

4 — - — 

-4  — 

—4 

-4 

4 

I 

I 

1 

3 

I 

3 

STRC^iCLY  DISAGRE 

1 

1 

1 

I 

2.6 

4— - — 

-4— 

—4 

-4 

COLUMN 

51 

4b 

19 

116 

TCTAL 

44.0 

39.7 

lb. 4 

100.0 

NUMBER  OF  MISS^G 

OBSERVATIONS 

e 

17 

J-36 


Table  87 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  LESSENS  THE  AMOUNT  OF 
INFORMATION  EVERYONE  MUST  DOCUMENT" 

BY  TYPE  OF  PROVIDER 


TYPE 


F5 

STRONtLY 

COUNT 

I 

IRNS 

1 

I 

PARA 

11 

P?3FES- 

SIDNAL 

21 

AI 

ROW 

TOTAL 

1 

AGREE 

1 

I 

13 

I 

I 

11 

1 

1 

3 

I 

I 

27 

22.9 

AGREE 

2 

I 

1 

30 

1 

I 

33 

I 

I 

5 

I 

I 

55 

55.1 

DISAGREE 

3 

1 

1 

8 

I 

I 

7 

I 

1 

7 

I 

I 

22 

18.5 

STRONGLY 

0ISA6RE 

I 

1 

I 

I 

I 

I 

A 

I 

I 

A 

3. A 

COLUMN 

TOTAL 

A3 

51 

•  2 

AS 
AO. 7 

19 

15.1 

113 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  »  15 


J-37 


I 


Table  88 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  ENCOURAGES  ME  TO 
READ  NARRATIVE  NURSING  NOTES  MORE  THAN  I 
DID  IN  THE  PAST" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IPROFES-  ROW 

ISIONAL  TOTAL 

I  AT 

P6  - 4- - 4 

II  A  1  h 

STRO^'CLY  AGREE  1  I  21,1 

4— ———4 

2  1  9  1  9 

AGREE  I  I  A7.4 

4-- - —4 

3  1  2  1  2 

DISAGREE  I  I  10.3 

4-*  —  — — 4 

9  1  9  1  9 

STRONGLY  DlS'GRE  I  I  21.1 

COLUMN  19  19 

TOTAL  100.0  100.0 

NUMBER  CF  MISSING  OBSERVATIONS  =  119 


Table  89 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  MAKES  IT  EASIER  TO 
DETERMINE  WHAT  IS  HAPPENING  WITH  MY  PATIENT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IPRDFES-  ROW 
ISIONAL  TOTAL 

1  AT 

F7  - 4 - 4 

11  3  1  3 

STRONCLY  ACRFE  I  1  15.5 

4 — ......4, 

2  1  6  1  & 

ACREc  1  I  31.6 

4-..-.— 4 

3  1  5  1  5 

DISA^FFE  I  I  26.3 

4 - .4 

A  1  5  1 

STRONGLY  OISAGRE  1  1  26. 

4... .....4 

COLUMN  19  19 

total  100.0  100. D 

NUMBLR  OF  MISSING  OBSERVATIONS  =  llA 


J-89 


W  VI 


Table  90 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 

"THE  INTEGRATED  PROGRESS  NOTE  HAS  SAVED  ME  TIME  IN  DOCUMENTING 
(I  FEEL  I  DON'T  NEED  TO  REPEAT  INFORMATION  PREVIOUSLY 
DOCUMENTED  BY  ANOTHER  HEALTH  CARE  PROVIDER  BECAUSE 
IT'S  ALL  IN  THE  SAME  PLACE)" 

BY  TYPE  OF  PROVIDER 


TYPE 


FB 

STRDNtlY 

COUNT 

I 

IRNS 

1 

I 

PARA 

11 

21 

ROW 

TOTAL 

1 

AGREE 

1 

I 

21 

1  13 

1 

1 

1 

.  ^  X 

34 

35.4 

AGPEc 

2 

1 

I 

18 

I  29 

1 

1 

I 

47 

49.0 

DISAGREE 

3 

1 

I 

7 

1  5 

I 

1 

1 

13 

13.5 

STPONCLY 

4 

DISAGRE 

I 

1 

2 

1 

1 

1 

1 

2 

2.1 

tOlUMN  48  43  95 

TOTAL  50.0  50.0  100.0 


NUMBER  rr  MISSING  OBSERVATIONS  *=  37 


J-90 


Table  91 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  ENCOURAGES  ME  TO  READ  OTHER 
CARE  PROVIDERS'  NOTES" 

BY  TYPE  OF  PROVIDER 


F9 

S7PONCLY 

COUNT 

TYPE 

1 

IRNS 

1 

I 

PARA 

11 

21 

ROM 

TOTAL 

1 

AGREE 

1 

1 

I 

I 

mA.mm 

16 

1 

I 

AO 

AO«A 

AGREE 

2 

I  26 

I 

1 

1 

27 

J 

1 

53 

53.5 

DISAGREE 

3 

I  1 

1 

1 

I 

5 

I 

I 

6 

6.1 

COLUMN 

TOTAL 

51 
51  .5 

AS 

AB.3 

99 

no.o 

NUMPER  CF 

MISSING 

OBSERVATIONS 

9 

3A 

J"91 


Table  92 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  SHOULD  BE  USED  AT  ALL 
ARMY  HOSPITALS" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUf^T 


PARA 


PR3FES-  ROW 


A 

I 

I 

- 

11 

S13NAL 

21 

^  A  ^  ^ 

AI 

.  ^  A 

TOTAL 

U 

STRCNCLY 

1 

AGREE 

I 

I 

A  ^ 

28 

I 

I 

19 

1 

I 

S 

1 

I 

52 

AA.l 

AGREE 

2 

1 

1 

21 

I 

I 

27 

1 

I 

5 

1 

I 

53 

AA.9 

DISAGREE 

3 

1 

I 

1 

I 

I 

2 

I 

I 

4 

I 

I 

7 

5.9 

STRONtlY 

A 

DJSAGRE 

I 

I 

1 

I 

1 

1 

1 

5 

1 

I 

6 

5.1 

COLUMN 

TOTAL 

SI 
A3. 2 

A3 

40.7 

19 

l&.l 

118 

100.0 

NUMBER  LF  MISSING  OBSERVATIONS  *  IS 


Table  93 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"I  HAD  LITTLE  DIFFICULTY  IDENTIFYING  WHO  WROTE  PREVIOUS 
NARRATIVE  NOTATIONS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IPROFES-  ROW 

ISIONAL  TOTAL 

1  AI 

FJl  - - - - 

II  2  1  2 

STPONtLV  AGREE  1  I  10.5 

4 - «.4 

21  11  I  11 

ACREc  I  I  57.9 

4- — .....4 

3  1  AT  H 

disagree  1  I  21.1 

4 - ....4 

A  1  2  1  2 

STRONGLY  DISAGRE  1  I  10.5 

4— - -4 

COLUMN  19  19 

total  100.0  100.0 


NUMBER  IF  MISSING  OBSERVATIONS  =  llA 


J--93 


Table  94 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
“I  HAD  NO  DIFFICULTY  DISTINGUISHING  NURSING  NOTATIONS  FROM 
THOSE  OF  OTHER  DISCIPLINES" 

BY  TYPE  OF  PROVIDER 


COl'MT 

TYPE 

1 

IRNS 

I 

1 

PARA 

11 

21 

PROFES¬ 

SIONAL 

41 

ROW 

TOTAL 

r  \  C 

1 

1  26 

1  12 

I 

2 

I 

40 

STPONGLY  AGREE 

I 

I 

1 

1 

34.2 

-♦ 

2 

1  21 

I  2S 

1 

14 

1 

61 

AGREE 

1 

I 

I 

I 

52.1 

4—-  — — - 

-♦ 

3 

1  3 

I  10 

I 

2 

I 

15 

DISAGREE 

I 

I 

1 

I 

12.8 

.-4— — ... 

— ♦ 

-♦ 

4 

I 

I 

1 

1 

1 

1 

STRONGLY  01SA6RE 

I 

I 

1 

I 

.9 

4....... 

..4....... 

— ♦ 

-♦ 

COLUMN 

50 

43 

19 

117 

TOTAL 

42.7 

41.0 

16.2 

100.0 

NUMBER  Gf  MISSING 

OBSERVATIONS  * 

16 

J-94 


Table  95 

FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
I  HAD  LIHLE  DIFFICULTY  LOCATING  MY  PREVIOUS  NARRATIVE 

NOTATIONS* 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

I 

- 

IPR0FE5- 

ISIONAL 

ROW 

I 

•f 

I 

TOTAL 

FI  3  - + - 

-+ 

-  ...  1 

I 

1 

I 

1 

STRONGLY  AGREE 

I 

I 

E.3 

+ - 

— 

-+ 

A 

I 

E 

I 

c; 

AGREE 

I 

I 

26.3 

+ - 

-+ 

....  3 

I 

I 

9 

DISAGREE 

I 

I 

‘+7.H- 

•1 — — 

— 

-+ 

I 

I 

H- 

STRONGLY  DI5AGRE 

I 

I 

21.1 

+ - 

-+ 

COLUMN 

i9 

19 

TOTAL 

iOC 

.0 

100.0 

1‘IUMBEP.  OF  MISSING  OBSERVATIONS:  ilf 


Table  96 

FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"PHYSICIANS  ON  MY  NURSING  UNIT  SEEMED  TO  LIKE  HAVING 
NARRATIVE  NURSING  COMMENTS  INTEGRATED  WITH 
OTHER  PATIENT  CARE  DOCUMENTATION" 

BY  TYPE  OF  PROVIDER 


TYPE  , 

COUNT  I 

IRN5  PfitRA 

I  ROW 

I  i  I  £  I  TOTAL 


1'+ 

1  I 

c; 

~+— 

I 

6 

-+ 

Z 

11 

STRONGLY 

AGREE  I 

I 

I 

1£*0 

+--- 

- - 

-+— 

~+ 

2  1 

£7 

I 

£9 

I 

B6 

AGREE 

I 

I 

I 

60*9 

T“*"' 

3  I 

i£ 

-I 

10 

""T 

I 

DISAGREE 

I 

I 

I 

jCji  *  9 

+— 

-+— 

~+ 

H-  I 

I 

1 

I- 

3 

STRONGLY 

DI5AGRE  I 

I 

I 

3.3 

— 

~+ 

COLUMN 

H-6 

H-6 

9£ 

TOTAL 

EO.O 

E0*0 

100. 0 

i^!U^^CER  OF  MISSING  OBSERVATIONS:  H-1 


OK*  Ul  w  <» 


Table  97 

FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"OTHER  HEALTH  CARE  PROVIDERS  (e^gi,  PHYSICAL  THERAPIST. 
DICTITI^.  SOCIALJfORKERH^  TO  LIKE  HAVING 
NARRATIVE  NURSING  COMMENTS  INTEGRATED  WITH 
OTHER  PATIENT  CARE  DOCUMENTATION" 

BY  nPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRN5  PARA 

I  ROW 


tT4  e*  ^ 

I 

^  JL _ 

i 

I 

I 

TOTAL 

r  Is* 

— T*~' 

i 

I 

8 

I 

7 

I 

iS 

STRONGLY  AGREE 

I 

I 

I 

16.9 

+- 

-+- 

-+ 

I 

31 

I 

Bf 

I 

6S 

AGREE 

I 

I 

I 

73.0 

+- 

-+- 

~+ 

3 

I 

H 

I 

>+ 

1 

8 

DISAGREE 

I 

I 

I 

9...0 

+*" 

--+ 

H- 

I 

1 

I 

I 

1 

STRONGLY  DI5AGRE 

1 

I 

I 

i.i 

+~ 

-+- 

COLUMN 

U.C 

* 

89 

TOTAL 

so.  6 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS:  H-H- 


J-97 


Table  98 

FORT  CAHPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"ALTHOUGH  THE  GUIDELINES  READ  THAT  ALL  NURSING  PERSONNEL 
MERE  AUTHORIZED  TO  CHART  ON  THE  PROGRESS  NOTES,  THERE 
WERE  SOME  EXCEPTIONS  TO  THIS  POLICY  ON  NY 
NURSING  UNIT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

1RN5  PARA 

I  ROW 


I 

i 

1 

I 

mmM 

TOTAL 

c 

"“T 

1 

I 

1 

E 

z 

7 

STRONGLY  AGREE 

I 

I 

I 

7*3 

+- 

-+- 

1 

8 

I 

17 

I 

AGREE 

I 

I 

I 

£6.0 

+- 

-+- 

~+ 

3 

I 

17 

I 

1^3 

I 

•to 

DISAGREE 

I 

1 

I 

Hi*7 

+- 

-+- 

-+ 

I 

19 

I 

B 

I 

24- 

STRONGLY  DISAGRE 

I 

1 

I 

2E.0 

4- 

-+ 

COLUMN 

H-6 

BO 

96 

TOTAL 

H-7»9 

100*0 

NUMBER  OF  MISSING  OBSERVATIONS:  37 


J-98 


Table  99 

FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"IN  NY  OPINION,  THE  BOTTOM  LINE  TO  EVERYTHING  HE  HAVE 
TESTED  IS.  . 

BY  TYPE  OF  PROVIDER 


COUNT 
ROW  PCT 
COL  PCT 

TYPE 

I 

IRNS 

I 

I  1 

PARA 

I  £ 

A. 

WARD 

CLERK 

I  3 

A. 

I 

ROW 

TOTAL 

— P 

X 

"•T 

1 

1 

111 

I 

138 

I 

It 

I 

£63 

IMPLEMENT  EXACTL 

I 

»f2.2 

I 

S£.E 

I 

E.3 

I 

53.1 

I 

I 

67.0 

I 

EO.O 

I 

+~ 

-+- 

-+- 

“+ 

I 

3 

I 

6 

I 

3 

I 

1£ 

GO  BACK  TO  OLD 

I 

2E.0 

I 

SO.O 

I 

£S.O 

I 

£.H- 

I 

1.1 

I 

£.9 

I 

10.7 

I 

..X 

3 

T 

I 

14-7 

I 

6£ 

*~T’^ 

I 

11 

"•T 

I 

££0 

IMPLEMENT  W  MODI 

I 

66.  S 

I 

£e.£ 

I 

E.O 

I 

tt.t 

I 

£6.3 

I 

30.1 

I 

39.3 

I 

..X 

COLUMN 

T 

£61 

“•T*“ 

£06 

T** 

£8 

— T 

H-9E 

TOTAL 

E£.7 

Hi  .6 

S.7 

100.0 

MUhiliER  OF  MISSING  OBSERVATIONS:  3S3. 


J-99 


Table  100 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  THE  TEST  FORMS 
BY  TYPE  OF  PROVIDER 


PAGi:  l  OF  7 


TVPt 


COUNT 

IRN 

PARA 

WARD 

PROFES- 

ROW  PCT 

I 

CLERK 

SIGNAL 

ROW 

COL  PCT 

I 

TOTAL 

TAB  PCT 

I 

1 

I 

2 

I 

3 

I 

4 

I 

1 

I 

3 

I 

17 

I 

9 

I 

7 

I 

36 

DR  ORDER  +GEN  SAT 

I 

8.3 

I 

47.2 

I 

25.0 

I 

19.4 

I 

19.3 

I 

9. A 

1 

22.4 

I 

22.5 

I 

17.9 

I 

I 

1.6 

I 

9.1 

I 

4.8 

1 

3.7 

I 

2 

I 

1 

I 

6 

I 

0 

I 

3 

I 

10 

DR  ORD  ♦SINGLE  ACT 

I 

lO.O 

I 

60.0 

I 

.0 

I 

30.0 

I 

5.3 

I 

3.1 

I 

7.9 

I 

.0 

I 

7.7 

I 

I 

.5 

I 

3.2 

I 

.0 

I 

1.6 

I 

▼  •••• 

A 

I 

0 

I 

I 

I 

0 

I 

0 

I 

1 

JR  OKD-Gf.N-PAPERWRK 

I 

•  0 

I 

100. 0 

I 

.0 

I 

.0 

I 

•  5 

I 

•  0 

I 

1.3 

I 

.0 

I 

.0 

I 

I 

+ — 

•  0 

f 

1 

.5 

I 

.0 

I 

•  0 

I 

5 

iJK  ORD-CONFUS-TIME 


6 

Ok  ORD-MISS  CROERS 


7 

OK  OkD-STIL  TRANSC 


8 

DR  ORD-MISC  PROaLHM 


I 

2 

I 

1 

I 

1 

I 

0 

I 

4 

I 

50.0 

I 

25,0 

I 

25.0 

1 

.0 

I 

2.1 

I 

6.3 

I 

1.3 

I 

2.5 

1 

•  0 

I 

I 

1.1 

I 

.5 

I 

.5 

I 

.0 

I 

-+- 

-4— 

- - 

— f 

I 

2 

I 

4 

I 

1 

1 

0 

I 

7 

I 

28.6 

I 

57.1 

r 

14.3 

I 

.0 

I 

3.7 

I 

6.3 

1 

5.3 

I 

2.5 

I 

.0 

I 

I 

l.l 

I 

2.1 

I 

.5 

I 

.0 

I 

I 

0 

I 

0 

I 

0 

I 

1 

1 

1 

I 

.0 

1 

.0 

I 

.0 

I 

100.0 

I 

.5 

I 

.0 

I 

.0 

I 

.0 

I 

2.6 

I 

I 

.0 

I 

.0 

I 

.0 

I 

.5 

I 

— f 

I 

5 

1 

4 

I 

3 

I 

3 

I 

15 

I 

33.3 

I 

25.7 

I 

20.0 

I 

20.0 

I 

8.0 

I 

15.6 

1 

5.3 

I 

7.5 

I 

7.7 

I 

I 

2.7 

I 

2.1 

I 

1.6 

I 

1.6 

I 

32 

76 

43 

39 

187 

17.1 

o 

• 

O' 

21.4 

20.9 

100.0 

COLUMN 

TOTAL 


Table  100 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMP.ENTS  REGARDING  THE  TEST  FORMS 
BY  TYPE  OF  PROVIDER  (CONTINUED) 
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TYPE 


COUNT 

IRN 

PARA 

WARD 

PROFES- 

ROW  PCT 

I 

CLERK 

SIGNAL 

ROW 

COL  PCT 

I 

TOTAL 

TAB  PCT 

/*nMUf;ikiTc  — 

I 

1 

I 

2 

r 

3 

I 

4 

I 

uu^ncJMio 

9 

1 

6 

I 

17 

I 

13 

r 

4 

I 

40 

OR  ORO  1-SHEET  PREFR 

I 

15.0 

I 

42.5 

I 

32.5 

I 

10.0 

I 

21.4 

I 

18.8 

I 

22.4 

I 

32.5 

I 

10.3 

I 

I 

3.2 

I 

9.1 

I 

7.0 

I 

2.1 

I 

10 

I 

1 

I 

0 

1 

2 

I 

0 

I 

3 

DR  ORO  REOISN  COMMNT 

I 

33.3 

I 

.0 

I 

66.  7 

I 

.0 

I 

1.6 

I 

3.1 

I 

.0 

I 

5.0 

I 

.0 

I 

I 

•  5 

I 

•  0 

I 

1.1 

I 

•  0 

I 

11 

I 

7 

I 

21 

I 

10 

I 

11 

I 

49 

509+  GEN  SATISFACT 

I 

14.3 

I 

42.9 

I 

20.4 

1 

22.4 

I 

26.2 

I 

21.9 

I 

27.6 

I 

25.0 

I 

28.2 

I 

I 

3.7 

I 

11.2 

I 

5.3 

I 

5.9 

I 

♦— 

12 

I 

0 

I 

1 

I 

2 

I 

2 

I 

5 

509+IMPRaV6S  COMMON 

1 

•  0 

I 

20.0 

I 

40.0 

I 

40.0 

I 

2.7 

1 

•  0 

I 

1.3 

I 

5.0 

I 

5.1 

I 

I 

•  0 

I 

.5 

I 

l.I 

I 

1.1 

I 

■ 

13 

I 

0 

I 

2 

I 

5 

I 

0 

I 

7 

509+  KEEP 

I 

•  0 

I 

2».6 

r 

71.4 

1 

.0 

I 

3.7 

I 

•  0 

I 

2.6 

I 

12.5 

I 

.0 

I 

I 

.0 

I 

I.l 

I 

2.7 

I 

.0 

I 

14 

I 

1 

I 

1 

I 

0 

I 

1 

I 

3 

509-  GEN  PROBLEMS 

I 

33.3 

I 

33.3 

I 

.0 

I 

3  3.3 

I 

1.6 

I 

3.1 

I 

1.3 

r 

.0 

r 

2.6 

I 

I 

.5 

I 

.5 

I 

•  VI 

1 

.5 

I 

T**** 

W  M  W 

15 

I 

2 

I 

3 

I 

0 

1 

0 

I 

5 

509-PARAPR0F  ENTRY 

I 

40.0 

I 

60.0 

I 

.0 

I 

•  0 

I 

2.7 

I 

6.3 

I 

3.9 

I 

.0 

I 

.0 

I 

I 

1.1 

I 

1.6 

I 

.0 

I 

.0 

I 

■■  M  H  J 

.1  1 

COLUMN 

32 

76 

40 

39 

187 

TOTAL 

17.1 

40.6 

21.4 

20.9 

lOO.C 

J-101 


f, 

I 

I 

•  l>AG£  3  UF  7 


Table  100 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  THE  TEST  FORMS 
BY  TYPE  OF  PROVIDER  (CONTINUED) 

TYPG 


COUNT 
ROW  PCT 
COL  PCT 
TAB  PCT 

I  AN 
I 

I 

I 

1 

PARA 

I  2 

WARD 

CLERK 

I  3 

PROFES¬ 

SIONAL 

I  4 

I 

ROW 

TOTAL 

LUrIncMj 

16 

I 

1 

I 

2 

I 

2 

I 

0 

I 

5 

509-0FCR  OOCUtLEGAL 

I 

20.0 

I 

40.0 

I 

40.0 

I 

.0 

I 

2.7 

I 

3.1 

I 

2.3 

I 

5.0 

I 

.0 

I 

I 

.5 

I 

1.1 

I 

I. I 

I 

.0 

I 

+ — 

-+— 

-+- 

-♦ 

17 

I 

1 

I 

2 

I 

0 

I 

1 

I 

4 

oont  like 

I 

25.0 

I 

50.0 

I 

.0 

I 

25.0 

I 

2.1 

I 

3.1 

I 

2.6 

I 

.0 

I 

2.6 

I 

I 

.5 

I 

1.1 

I 

.0 

I 

.5 

I 

■f— 

-4- 

-4 

19 

I 

0 

I 

0 

I 

0 

I 

1 

1 

1 

50  9-C0Nf-US«FRAGMNT 

I 

.0 

I 

.C 

I 

.0 

I 

100.0 

I 

.5 

I 

.0 

I 

.0 

I 

.0 

I 

2.6 

1 

I 

.0 

I 

.0 

I 

.0 

1 

.5 

I 

-+- 

-•f 

20 

I 

1 

1 

3 

I 

1 

I 

0 

I 

5 

50  9-^0  Its  QUALITY 

I 

20.0 

I 

60.0 

I 

20.0 

I 

.0 

I 

2.7 

I 

3.1 

I 

3.9 

I 

2.5 

I 

.0 

I 

I 

.5 

I 

1.6 

1 

.5 

I 

.0 

I 

+— 

-+- 

-4 

21 

I 

0 

I 

2 

I 

0 

I 

0 

I 

2 

SO^-in  OF  SOURCE 

I 

.0 

I 

100.0 

I 

.0 

I 

.0 

I 

1.1 

I 

.0 

I 

2.6 

I 

.0 

I 

.0 

I 

I 

•  0 

I 

1.1 

I 

•  0 

I 

.0 

X 

-4— 

-+- 

—  4 

22 

1 

0 

I 

1 

I 

3 

I 

1 

I 

5 

i>09  GU  back  TO  SEP  N 

I 

.0 

1 

20.0 

I 

60.0 

I 

20.0 

I 

2.7 

I 

.0 

I 

1.3 

I 

7.5 

1 

2.6 

I 

I 

•  0 

I 

.5 

I 

1.6 

I 

.5 

I 

— — — 

—  4.- 

— +■ 

—4 

24 

I 

3 

I 

17 

I 

10 

I 

4 

1 

34 

3UdS-2  +GcN  COMMENT 

I 

a. 8 

I 

50.0 

I 

29.4 

I 

11.8 

1 

18.2  F 

I 

9.4 

I 

22.4 

I 

25.0 

1 

10.3 

I 

I 

1.6 

I 

9.1 

I 

5.3 

I 

2.1 

I 

1 

♦— 

>— f- 

—4.. 

— +• 

~4 

COLUMN 

32 

76 

40 

39 

187  1 

TOTAL 

17.1 

40.6 

21.4 

20.9 

100.0  1 

J 

-102 

i 

Table  100 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  THE  TEST  FORMS 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


PAGE  4  OF  7 


TYPE 


COUNT 

IRN 

PARA 

WARD 

PROFES- 

ROW  PCT 

I 

CLERK 

SIGNAL 

ROW 

COL  PCT 

I 

TOTAL 

COMMENTS 

TAB  PCT 

I 

1 

I 

2 

I 

3 

I  4 

I 

25 

I 

0 

I 

1 

I 

1 

I  1 

I 

3 

3838-2-OLO 

BETTER 

1 

•  0 

I 

33.3 

I 

33.3 

I  33.3 

I 

1.6 

I 

.0 

I 

1.3 

I 

2.5 

I  2.6 

I 

I 

.0 

I 

.5 

I 

.5 

1  .5 

I 

4— 

“4“ 

“4-- 

-4 

26 

I 

7 

I 

15 

I 

6 

I 

12 

I 

40 

3888-2  REDESIGN  CMTS 

I 

17.5 

I 

37.5 

I 

15.0 

I 

30.0 

I 

21.4 

I 

21.9 

I 

19.7 

I 

15.0 

I 

30.8 

1 

I 

3.7 

I 

8.0 

I 

3.2 

I 

6.4 

I 

27 

I 

0 

I 

1 

I 

0 

I 

0 

I 

1 

3888-2  OVERPRINT  CMT 

I 

.0 

I 

100.0 

I 

•  c 

I 

.0 

I 

•  5 

I 

.0 

I 

1.3 

I 

.0 

I 

.0 

I 

I 

.0 

I 

•  5 

I 

.0 

I 

.0 

I 

♦- 

-4- 

— — 

-4- 

-4- 

-4 

28 

I 

2 

I 

2 

I 

0 

I 

0 

I 

4 

3888-2  SPECIFIC  PROD 

I 

50.0 

I 

50.0 

I 

.0 

I 

•  0 

I 

2.1 

I 

6.3 

I 

2.6 

I 

.0 

1 

.0 

I 

I 

1.1 

I 

1.1 

I 

.0 

I 

.0 

I 

29 

I 

5 

I 

15 

I 

ll 

I 

7 

I 

38 

3388-3  ♦  COMMENTS 

I 

13.2 

I 

39,5 

I 

28.9 

I 

18.4 

I 

20.3 

I 

15.6 

I 

19.7 

I 

27.5 

I 

17.9 

I 

I 

2.7 

I 

8.0 

I 

5.9 

I 

3.7 

I 

■ 

30 

I 

2 

1 

11 

I 

2 

I 

2 

I 

17 

3888-3-NEVeR  USE 

I 

11.8 

I 

64.7 

I 

11.8 

I 

11.8 

I 

9.1 

I 

6.3 

I 

14.5 

I 

5.0 

I 

5.1 

I 

I 

l.I 

I 

5.9 

1 

1.1 

I 

1.1 

1 

T* 

31 

I 

3 

I 

18 

I 

II 

r 

7 

I 

39 

3838-4-*-  COMMENTS 

I 

7.7 

I 

46.2 

1 

23.2 

I 

17.9 

1 

20.9 

I 

9.4 

I 

23.7 

I 

27.5 

I 

17.9 

I 

• 

I 

4- 

1.6 

I 

'-4* 

9.6 

t 

5.9 

I 

-4- 

3.7 

I 

—4 

32  76  40  39 

17.1  40.6  21.4  20.9 


COLUMN 

TOTAL 


J-103 


187 

100. 0 
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COMHENT3 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  THE  TEST  FORMS 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


COUNT 
ROW  PCT 
COL  PCT 
TAB  PCT 


TYPE 

IRN 

r 

I 

I  1 
- 


PARA 


WARf) 

CLERK 


PROFES¬ 

SIONAL 


33B8-4-OLO  BETTER 


3338-4  REDESIGN  CMTS 


3 

30.0 

9.4 

1.6 


I 

50.0 

2.5 

.5 


I  1 

I  50.0 
I  2.6 
I  .5 


4 

40.0 

5.3 

2.1 


3 

30.0 

7.7 

1.6 


ROW 

TOTAL 


3386-4  MISC  COMMENTS 


3883-5+  KEEP 


3j88-5+REDeSIGN  CMT 


388f3-5+MULTIDISCIP 


3088-5-OEOUNOANT 


COLUMN 

TOTAL 


I  100. 0 
I  3.1 
I  .5 


2 

I 

20 

I 

ll 

I 

12 

4.4 

I 

44.4 

I 

24.4 

I 

26.7 

6.3 

I 

26.3 

I 

27.5 

I 

30.8 

l.l 

I 

_  M. _ _ 

10.7 

I 

_ -* _ 

5.9 

I 

6.4 

5 

1 

4 

I 

I 

8 

23.8 

I 

19.0 

I 

19.0 

I 

38.1 

15.6 

I 

5.3 

I 

10.0 

I 

20.5 

2.7 

I 

■  - 

2.1 

I 

2.1 

I 

4.3 

...  .  .  . 

0 

I 

6 

I 

0 

I 

1 

.0 

I 

85.7 

I 

.0 

I 

14.3 

.0 

I 

7.9 

I 

.0 

I 

2.6 

•  0 

1 

3.2 

I 

•  0 

I 

.5 

— — — — 

1 

I 

6 

I 

2 

I 

0 

11.1 

I 

66.7 

I 

22.2 

I 

•  0 

3.1 

I 

7.9 

1 

5.0 

I 

.0 

.5 

I 

3.2 

I 

1.1 

I 

•  0 

— +- 

— +- 

— — — 

32 

76 

40 

39 

17.1 

40.6 

21.4 

20.9 

45 

24.1 


21 

11.2 


187 

100.0 


J-104 
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Table  100 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  THE  TEST  FORMS 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


PAGE  6  OF  7 


TYPE 


COUNT 

IRN 

PARA 

WARD 

PROFES- 

ROW  PCT 

1 

CLERK 

SIGNAL 

COL  PCT 

I 

TAB  PCT 

I 

1 

I 

2 

I 

3 

1 

4 

I 

C HMM  CMT C 

39 

I 

0 

I 

1 

I 

0 

I 

1 

I 

3088-5  MIS  COMMENTS 

I 

•  0 

I 

50.0 

I 

.0 

I 

50.0 

I 

I 

•  0 

I 

1.3 

I 

.0 

I 

2.6 

I 

I 

.0 

I 

•  5 

I 

.0 

I 

.5 

I 

40 

I 

3 

I 

14 

I 

3 

I 

2 

I 

TDS+KEEPfNO  CHANGES 

I 

ll.l 

I 

51.9 

I 

29.6 

I 

7.4 

I 

I 

9.4 

I 

18.4 

I 

20.0 

I 

5.1 

I 

I 

1.6 

I 

7.5 

I 

4.3 

I 

1.1 

I 

41 

I 

8 

I 

15 

I 

6 

I 

13 

I 

TDS  REDESIGN  COMMNTS 

I 

19.0 

I 

35.7 

I 

14.3 

I 

31.0 

I 

I 

25.0 

I 

19.7 

I 

15.0 

I 

33.3 

I 

I 

4.3 

I 

8.0 

I 

3.2 

1 

7.0 

I 

42 

I 

1 

I 

2 

I 

4 

I 

1 

I 

TDS  COOING  ISSUES 

I 

12.5 

I 

25.0 

I 

50.0 

I 

12.5 

I 

I 

3.1 

I 

2.6 

I 

10.0 

I 

2.6 

1 

I 

.5 

I 

1.1 

I 

2.1 

I 

.5 

I 

43 

I 

3 

I 

7 

I 

3 

I 

1 

I 

TDS-OLD  BETTER 

I 

21.4 

I 

50.0 

I 

21.4 

1 

7.1 

I 

I 

9.4 

I 

9.2 

I 

7.5 

I 

2.6 

I 

I 

1.6 

I 

3.7 

I 

1.6 

I 

.5 

I 

44 

I 

8 

I 

2 

I 

1 

I 

3 

I 

TDS  OVERPRINT  COMMEN 

I 

57.1 

I 

14.3 

I 

7.1 

I 

21.4 

I 

I 

25.0 

I 

2.6 

I 

2.5 

I 

7.7 

I 

I 

4.3 

I 

l.l 

I 

.5 

I 

1.6 

I 

45 

I 

5 

I 

14 

I 

3 

I 

8 

I 

GEN+SYS  CHG  CMTS 

I 

16.7 

I 

46.7 

I 

10.0 

I 

26.7 

I 

I 

15.6 

I 

18.4 

I 

7.5 

I 

20.5 

I 

I 

2.7 

I 

7.5 

I 

1.6 

I 

4.3 

I 

' 

COLUMN 

32 

76 

40 

39 

TOTAL 

17.1 

40.6 

21.4 

20.9 

ROW 

TOTAL 


2 

1.1 


27 

14.4 


42 

22.5 


8 

4.3 


14 

7.5 


14 

7.5 


30 

16.0 


187 

100. 0 
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Table  100 
FORT  CAMPBELL 

CLIKICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  THE  TEST  FORMS 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


PAGL  7  Ji-  7 

TYPE 


r  HMM  .'^lT  C 

COUNT 
ROW  PCT 
CQL  PCT 
TAB  PCT 

IRN 

I 

I 

I 

1 

PARA 

I  2 

WARD 

CLERK 

I  3 

PROFES¬ 

SIONAL 

1  4 

I 

ROW 

TOTAL 

W>  Ir'  1.  (‘'i  1 

46 

I 

1 

I 

3 

I 

2 

1 

0 

I 

6 

GEN  -CMTS 

tOLO  0cTTR 

I 

IS. 7 

I 

50.0 

I 

33.3 

I 

.0 

I 

3.2 

I 

3.1 

I 

3.9 

I 

5.0 

I 

.0 

I 

I 

.5 

I 

1.6 

I 

l.l 

I 

.0 

I 

♦ — 

— — — 

-+- 

- - — 

-+-• 

-+ 

47 

I 

1 

I 

5 

I 

1 

I 

0 

I 

7 

0  V  F  ?  R  I  I'J  T 

COMMENTS 

I 

14.3 

I 

71.4 

I 

14.3 

I 

.0 

I 

3.7 

1 

3.1 

I 

6.6 

I 

2.5 

I 

.0 

I 

I 

.5 

I 

2.7 

I 

.5 

I 

.0 

I 

♦— 

— f- 

-+ 

48 

I 

1 

I 

1 

I 

I 

0 

I 

2 

KE'JfSIGN 

COMMENTS 

I 

50.0 

I 

o 

• 

o 

1 

.0 

I 

.0 

I 

l.l 

I 

3.1 

I 

1.3 

I 

.0 

I 

.0 

I 

I 

.5 

I 

.5 

I 

.0 

1 

.0 

I 

+ — 

-+- 

49 

I 

1 

1 

7 

I 

0 

I 

2 

I 

10 

SPECIFIC 

AREA  PROBS 

I 

10. 0 

I 

70.0 

I 

.0 

I 

20.0 

[ 

5.3 

I 

3.1 

I 

9.2 

I 

.0 

I 

5. I 

I 

I 

.5 

I 

3.7 

1 

.0 

I 

L.l 

I 

+ — 

-+- 

-+ 

50 

I 

3 

I 

13 

1 

4 

I 

14 

I 

34 

TDS  WANT 

yfllow  HL 

I 

8.0 

I 

38.2 

I 

11.8 

I 

41.2 

1 

18.2 

I 

9.4 

1 

17.1 

I 

10. 0 

I 

35.9 

I 

I 

1.6 

I 

7.0 

I 

2.1 

I 

7.5 

I 

+ — 

-4-. 

-+- 

COLUMN 

32 

76 

40 

39 

187 

TOTAL 

17.1 

40  .  b 

21.4 

20.9 

100.0 

PERCr-'viT'.  A^♦0  TOTALS  BASEO  ON  RESPONDENTS 
l£l7  VALID  cases;  120  MISSING  CASES 
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Table  101 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  DA  FORM  3888-2  TEST  NURSING 
HISTORY  AND  ASSESSMENT 
BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  IRN  PARA  WARD  PROFES- 

ROW  PCT  I  CLERK  SIGNAL  ROW 

COL  PCT  I  TOTAL 


TAB  PCT 

I 

1 

I 

2 

I 

3 

I 

4 

I 

24 

I 

3 

I 

17 

I 

10 

I 

4 

I 

34 

3838-2  +GEN  COMMENT 

I 

8.8 

I 

50.0 

I 

29.4 

I 

11. a 

I 

41.5 

I 

25.0 

I 

47.2 

I 

58.8 

I 

23.5 

I 

I 

3.  7 

I 

20.7 

I 

12.2 

I 

4.9 

I 

"T 

25 

I 

0 

I 

1 

1 

1 

I 

1 

I 

3 

3888-2-OLO  BETTER 

I 

.0 

I 

33.3 

I 

33.3 

I 

33.3 

I 

3.7 

I 

.0 

1 

2.8 

I 

5.9 

I 

5.9 

I 

I 

.0 

I 

1.2 

I 

1.2 

I 

1.2 

I 

26 

I 

7 

I 

15 

I 

6 

I 

12 

I 

40 

3888-2  REDESIGN  CMTS 

I 

17.5 

I 

37.5 

I 

15.0 

I 

30.0 

I 

00 

• 

CD 

I 

58.3 

I 

41.7 

I 

35.3 

1 

70.6 

I 

1 

8.5 

I 

13.3 

I 

7.3 

I 

14.6 

I 

+ - 4. - + - 4 - 4. 

27  I  0  1  II  0  1  0  1  I 

3888-2  OVERPRINT  CMT  I  .0  I  100.0  I  .0  I  .0  I  1.2 

I  .0  I  2.8  I  .01  .01 

I  .0  I  1.2  I  .01  .01 

- - - - - - + - — - ♦ 

28  I  2  1  2  1  0  1  or 

3888-2  SPECIFIC  PR08  I  50.0  I  50.0  I  .0  I  .0  I 

1  16.7  I  5.6  I  .0  I  .0  I 

I  2.4  I  2.4  I  .01  .01 

* - - - - ♦ - + - + 

CClUMN  12  36  17  17  8 

TOTAL  14.6  43.9  20.7  20.7  ICO. 

PERCENTS  ANO  TOTALS  8ASE0  ON  RESPONDENTS 

82  VALID  cases;  233  MISSING  CASES 


.J-i07 


O  M  >0  ^ 


Table  102 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  DA  FORM  3888-3  TEST 
NURSING  HISTORY  AND  ASSESSMENT  CONTINUATION 
BY  TYPE  OF  PROVIDER 


TYPE 

Count  irn  para 

ROW  Pcf  I  mopes- 

COL  PCI  I  CLu.RK  SIGNAL 

Tab  PC r  I  i  r  ,  , 

COMMi-AjIR  - - - _ ^  I  3  1  4  £ 

29  I  5  t  ~7r  *  * - - 

COMMENTS  I  £3,2  I  30  ^  r  ^  ^ 

T  i.  f  I  ^  J  18.4  I 

I  9*1  I  ‘  1 

3a3,-3-«VER  USE  I  u.S  J  Ew!]  {  ..J  J  | 

COLUMN  7  - - 

13.0  RE.3  prIJ 

PEKC:.US  AUD  tOTALS  3A5E0  ON  ReSPONOENrs 


5a  PALID  CASES!  261  MISSING  CASES 


ROW 

total 


38 

70.4 


17 

31.5 


54 

100. 0 


J-IOB 


Table  103 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  DA  FORM  3888-4  TEST 
NURSING  CARE  PLAN 
BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

IRN 

PARA 

WARD 

PROFES- 

ROW  PCT 

I 

CLERK 

SIGNAL 

ROW 

COL  PCT 

I 

TOTAL 

TAB  PCT 

I 

i 

I 

2 

I 

3 

I 

4 

I 

CU“nciMlo  i.- 

31 

I 

3 

I 

18 

I 

11 

I 

7 

I 

39 

3888-4+  COMMENTS 

I 

7.7 

I 

46.2 

I 

28.2 

I 

17.9 

I 

75.0 

I 

42.9 

I 

81.8 

I 

91.7 

I 

63.6 

I 

I 

5.8 

I 

34.6 

I 

21.2 

1 

13.5 

I 

■ 

32 

I 

0 

1 

0 

I 

1 

I 

1 

I 

2 

3868-4-OLD  BETTER 

I 

.0 

1 

.0 

I 

50.0 

I 

50.0 

I 

3.8 

I 

.0 

I 

•  0 

I 

8.3 

I 

9.1 

I 

I 

.0 

I 

•  0 

I 

1.9 

I 

1.9 

I 

33 

I 

3 

I 

4 

I 

0 

I 

3 

I 

10 

3088-4  REDESIGN  CMTS 

I 

30.0 

I 

40.0 

I 

.0 

I 

30.0 

I 

19.2 

1 

42.9 

I 

18.2 

I 

.0 

I 

2  7.3 

I 

I 

5.8 

I 

7.7 

I 

.0 

I 

5.8 

I 

34 

I 

1 

I 

0 

I 

0 

I 

0 

1 

1 

3388-4  MISC  COMMENTS 

I 

100. 0 

I 

.0 

I 

.C 

1 

•  0 

I 

1.9 

I 

14.3 

I 

.0 

I 

.0 

I 

.0 

I 

I 

1.9 

I 

.0 

I 

.0 

I 

.0 

I 

COLUMN 

7 

22 

12 

11 

52 

TOTAL 

13.5 

42.3 

23.1 

21.2 

100.0 

PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 


52  VALID  cases;  263  MISSING  CASES 


J-109 


00 


t 

i 


Table  104 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  DA  FORM  3888-5  TEST 
NURSING  DISCHARGE  SUMMARY 
BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

IRN 

PARA 

WARD 

PR0F6S- 

ROW  PCT 

I 

CLERK 

SIGNAL 

ROW 

COL  PCT 

I 

TOTAL 

TAB  PCT 

I 

1 

I 

2 

I 

3 

I 

4 

I 

LUMMLNIS  — — — 

35 

I 

2 

I 

20 

I 

11 

I 

12 

I 

45 

3888-5+  KEEP 

I 

4.4 

I 

44.4 

I 

24.4 

I 

26.7 

1 

56.3 

I 

25.0 

I 

55.6 

I 

64.7 

I 

63.2 

I 

I 

2.5 

I 

25.0 

I 

13. a 

I 

15.0 

I 

36 

I 

5 

I 

4 

I 

4 

I 

8 

I 

21 

3h88-5+RE0ESlGN  CMT 

I 

23.8 

1 

19.0 

I 

19.0 

1 

38.1 

1 

26.3 

I 

62.5 

I 

ll.l 

I 

23.5 

I 

42.1 

I 

I 

6.3 

I 

5.0 

I 

5.0 

I 

10.0 

1 

37 

I 

0 

I 

6 

I 

0 

I 

I 

I 

7 

3888-5+MULTIDISCIP 

I 

.0 

I 

85.7 

I 

.0 

I 

14.3 

1 

8.8 

I 

.0 

I 

16.7 

I 

.0 

I 

5.3 

I 

1 

.0 

I 

7.5 

I 

.0 

I 

1.3 

I 

38 

I 

1 

I 

6 

I 

2 

1 

0 

I 

9 

.38  88-5-DEOUNDANT 

I 

II. 1 

I 

t>6 .7 

I 

22.2 

I 

.0 

I 

11.3 

I 

12.5 

I 

16.7 

I 

11.8 

1 

.0 

I 

I 

1.3 

I 

7.5 

I 

2.5 

I 

.0 

I 

39 

I 

0 

I 

1 

I 

0 

I 

1 

I 

2 

3868-5  MIS  COMMENTS 

I 

.0 

I 

50.0 

I 

.0 

I 

50.0 

I 

2.5 

I 

.0 

I 

2.8 

I 

.0 

I 

5.3 

I 

I 

•  0 

I 

1.3 

I 

.0 

I 

1.3 

I 

"  " 

COLUMN 

8 

36 

17 

19 

80 

TOTAL 

lO.O 

45.0 

21.3 

23.8 

100.0 

P£«Cf-NT5  AND  TOTALS  UASEO  ON  RESPONDENTS 


80  VALID  cases;  235  MISSING  CASES 


J--110 


I 


Table  105 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 


GENERAL  COMMENTS  REGARDING  DA  FORM  4256-1  TEST  DOCTOR'S  ORDER  SHEET  MEDICATION 
AND  DA  FORM  4256-2  TEST  DOCTOR'S  ORDER  SHEET  NONMEDICATION 

BY  TYPE  OF  PROVIDER 


FAGu  I  OF  2 


COUNT 
ROW  PCT 
COL  PCT 
TAB  PCT 


COMMENTS 


I 


OK  ORDER  ♦GtN  SAT 


JR  (IRO  '♦■SINGLE  ACT 


OK  ORO-GFN-PAPERHRK 


OK  OKO-CONFUS-TIME 


OR  OKD-MISS  OAOERS 


DR  OKO-STIL  TRANSC 


TYPE 

IKN 

I 

I 

I 

I 
I 
I 
I 

I 
I 
I 
I 
•f 
I 
I 
I 
I 
-f 

r 

I 
I 
I 

I 
I 
I 
I 
+ 

I 
I 
I 
i 


PARA 


WARD 

CLERK 


PROFES¬ 

SIONAL 


ROW 

TOTAL 


I 


I 


I 


I 


3 

I 

17 

I 

9 

I 

7 

I 

36 

3.3 

I 

47.2 

I 

25.0 

I 

19.4 

1 

37.5 

18.8 

I 

42.5 

I 

36.0 

I 

46.7 

I 

3.1 

I 

-  -A - 

17.7 

I 

9.4 

I 

7.3 

I 

1 

I 

6 

I 

0 

I 

3 

I 

10 

10.0 

I 

60.0 

I 

.0 

I 

30.0 

I 

10.4 

6.3 

I 

15.0 

I 

•  0 

I 

20.0 

I 

1.0 

I 

6.3 

I 

.0 

I 

3.1 

I 

0 

I 

1 

I 

0 

I 

0 

I 

1 

.0 

I 

100.0 

I 

.0 

I 

•  0 

I 

l.O 

.0 

I 

2.5 

I 

•  0 

I 

.0 

1 

.0 

I 

1.0 

I 

.0 

I 

•  0 

I 

-•f- 

— *• 

2 

I 

1 

I 

1 

I 

0 

I 

4 

50.0 

I 

25.0 

I 

25.0 

I 

.0 

I 

4.2 

12.5 

I 

2.5 

I 

4.0 

I 

•  0 

I 

2.1 

I 

l.O 

I 

l.O 

I 

.0 

I 

•  T 

2 

1 

4 

I 

1 

I 

0 

I 

7 

28.6 

I 

57.1 

I 

14.3 

I 

.0 

I 

7.3 

12.5 

I 

lO.O 

I 

4.0 

I 

.0 

I 

2.1 

I 

4.2 

I 

I  .0 

I 

.0 

I 

0 

•  0 
•  0 
•  G 


-■f- 

I 

I 

I 

I 


0 

.0 

•c 

.0 


I 

1 

I 

I 


0 

.0 
.0 
•  u 


I 


1 


I  lOO.O 


6.7 

l.O 


-4- 

I 

I 

I 

I 


COLUMN 

TOTAL 


16 

16.7 


40 

41*7 


25 

26.0 


15 

15.6 


I 

>0 


■♦— 

— «•- 

-+ 

8 

I 

5 

I 

4 

I 

3 

I 

3 

I 

15 

PROBLEM 

I 

33.3 

I 

26.7 

I 

20.0 

I 

20.0 

1 

15.6 

I 

31.3 

I 

10. 0 

I 

12.0 

I 

20.0 

I 

I 

•f- 

5.2 

I 

— 

4.2 

I 

3.1 

I 

3.1 

I 

96 

iOO.O 


J-111 


Table  105 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 

GENERAL  COMMENTS  REGARDING  DA  FORM  4256-1  TEST  DOCTOR'S  ORDER  SHEET  MEDICATION 
AND  DA  FORM  4256-2  TEST  DOCTOR'S  ORDER  SHEET  NONMEDICATION 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


PAGc  2  OF  2 

TYPE 


COUNT 

IRN 

PARA 

WARD 

PROFES- 

ROW  PCT 

I 

CLERK 

SIGNAL 

ROW 

COL  PCT 

I 

TOTAL 

UMMcNTS 

TAB  PCT 

I 

1 

I 

2 

I 

3 

I 

4 

I 

9 

I 

6 

I 

17 

I 

13 

1 

4 

I 

40 

i),j  tmo 

l-SHEtT  PRFFR 

I 

IS.O 

I 

42.5 

I 

52.5 

! 

10. 0 

1 

41.7 

I 

37.5 

I 

42.5 

i 

52.0 

1 

26.7 

I 

I 

6.3 

I 

17.7 

I 

13.5 

I 

4.2 

I 

10 

I 

1 

I 

0 

I 

2 

1 

0 

••T 

I 

3 

RSDISN  COMMNT 

I 

33.3 

I 

.0 

I 

66.7 

I 

.0 

1 

3.1 

I 

0.3 

I 

.0 

I 

D.O 

I 

.0 

I 

I 

l.O 

I 

.0 

I 

2.1 

I 

•  0 

I 

COLUMN 

16 

40 

25 

15 

96 

TOTAL 

16.7 

41.  r 

26.0 

15.6 

lOO.O 

PEKCL'.'TS  AflO  TOTALS  BASeO  ON  RESPONOtNTS 


96  VALID  cases;  219  MISSING  CASES 


J-112 


Table  106 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 

DA  FORM  4677-1  TEST  THERAPEUTIC  DOCUMENTATION  CARE  PLAN  NONMEDICATION 
AND  DA  FORM  4678-1  TEST  THERAPEUTIC  DOCUMENTATION  CARE  PLAN  MEDICATION 

BY  TYPE  OF  PROVIDER 


COUNT 

IRU 

PARA 

WARD 

PROFES- 

ROW  PCT 

I 

CLERK 

SIGNAL 

ROW 

COL  per 

I 

TOTAL 

TAH  PCT 

I 

L 

I 

2 

1 

3 

1 

4 

I 

•  ▲ 

LUnMt.NIo 

40 

I 

3 

1 

14 

I 

6 

I 

2 

I 

27 

TnS+KEEPtNQ  CHANGES 

I 

11. 1 

1 

51.9 

I 

29.6 

I 

7.4 

I 

27.8 

I 

16.7 

I 

36.3 

I 

36.4 

1 

10.5 

I 

I 

3.1 

I 

14.4 

I 

8.2 

I 

2.1 

I 

41 

1 

8 

I 

15 

I 

b 

I 

13 

I 

42 

TDS  REDESIGN  COMNNTS 

I 

19.0 

I 

35.7 

I 

14.3 

I 

31.0 

I 

43.3 

I 

44.4 

I 

39.5 

I 

27.3 

I 

68.4 

I 

I 

6.2 

I 

15.5 

I 

6.2 

I 

13.4 

I 

42 

I 

I 

I 

2 

I 

4 

I 

1 

1 

a 

TOS  COOING  ISSUES 

I 

12.5 

I 

25.0 

I 

50.0 

I 

12.5 

I 

3.2 

I 

5.6 

I 

5.3 

r 

13.2 

I 

5.3 

I 

I 

1.0 

I 

2.1 

I 

4.1 

I 

1.0 

I 

43 

i 

3 

1 

7 

I 

3 

I 

1 

I 

TOS-OLD  DETTER 

I 

21.4 

I 

50.0 

I 

21.4 

I 

7.1 

I 

14. < 

I 

16.7 

I 

18.4 

I 

I  '.6 

1 

5.3 

I 

I 

3.1 

I 

7.2 

I 

3.1 

I 

1.0 

I 

44 

I 

H 

I 

2 

I 

1 

I 

3 

I 

TOS  OVERPRINT  COMMEN 

I 

51.1 

I 

14.3 

1 

7.1 

I 

21.4 

I 

14. < 

I 

44.4 

I 

5.3 

I 

4.5 

I 

15.8 

I 

I 

3.2 

I 

2.1 

I 

l.O 

1 

3.1 

I 

—  4 

COLUMN 

18 

38 

2? 

19 

9 

TOTAL 

13.6 

39.2 

22.7 

19.6 

100. < 

PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 


97  VALID  CASFS;  218  MISSING  CASES 


.)  113 


Table  107 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  INTEGRATED  PROGRESS  NOTES 
BY  TYPE  OF  PROVIDER 


PAlic  1  OF  2 


TYPE 


COUNT 

IRN 

PARA 

WARO 

PROFES- 

ROW  PCT 

I 

CLERK 

SIGNAL 

ROW 

COL  PCT 

I 

TOTAL 

TAB  PCT 

I 

1 

I 

2 

I 

3 

I 

4 

I 

CuMM  tN  I  o 

1  1 

r 

7 

I 

21 

I 

10 

I 

11 

I 

49 

'iOH  OtN  satisfact 

I 

14*3 

I 

42.9 

I 

20.4 

I 

22.4 

I 

62.8 

1 

70.0 

I 

65.6 

I 

47.6 

1 

73.3 

I 

I 

9.0 

I 

26.9 

I 

1  2.0 

I 

14. 1 

I 

12 

I 

0 

I 

1 

I 

2 

I 

2 

I 

5 

'.)()->+IHPKOV6S  COMMON 

r 

.0 

I 

20.0 

I 

40.0 

I 

40.0 

I 

6.4 

I 

.0 

I 

3.1 

I 

9.5 

I 

13.3 

I 

i 

.0 

I 

1.3 

I 

2.6 

1 

2.6 

I 

1  3 

I 

0 

I 

2 

I 

5 

1 

0 

I 

7 

KEEP 

I 

•  0 

I 

23.0 

1 

71.4 

I 

•  0 

I 

9.0 

I 

.C 

I 

6.3 

I 

23.8 

I 

•  0 

I 

I 

.0 

I 

2.6 

I 

6.4 

1 

•  0 

I 

14 

I 

1 

I 

1 

I 

0 

I 

1 

I 

3 

40?-  GEN  PROBLEMS 

i 

33.3 

I 

33.3 

I 

.0 

I 

33.3 

I 

3.8 

I 

10.0 

I 

3.1 

I 

.0 

I 

6.7 

I 

I 

1.3 

I 

1.5 

I 

.0 

I 

1.3 

I 

15 

I 

2 

I 

3 

I 

0 

I 

0 

I 

5 

509-PARAPBOF  entry 

I 

40.0 

I 

60.0 

I 

.0 

I 

.0 

I 

6.4 

I 

20.0 

I 

9.4 

I 

.0 

I 

.0 

I 

I 

2.6 

I 

3.8 

I 

.0 

I 

.0 

I 

16 

1 

1 

I 

2 

I 

2 

I 

0 

I 

5 

509-0ECR  nuCU* LEGAL 

I 

20.0 

I 

40.0 

I 

40.0 

I 

•  0 

I 

6.4 

I 

10. 0 

I 

6.3 

I 

9.5 

I 

•  0 

I 

1 

l.i 

I 

2.6 

I 

2.6 

I 

.0 

I 

17 

I 

1 

I 

2 

I 

0 

I 

1 

I 

4 

5a9“MnS  OONT  LIKE 

I 

25.0 

I 

50.0 

I 

.0 

I 

25.0 

I 

5.1 

I 

10.0 

I 

6.3 

I 

.0 

I 

6.7 

1 

I 

1.3 

I 

2.6 

I 

.0 

1 

1.3 

I 

COLUMN 

10 

32 

21 

15 

78 

total 

12.0 

41.0 

26.9 

19.2 

100. 0 

Table  107 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  INTEGRATED  PROGRESS  NOTES 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


PAGE  2  OF  2 

TYPE 


COUNT 

IRN 

PARA 

WARD 

PROFES- 

ROW  PCT 

I 

CLERK 

SIGNAL 

ROW 

COL  PCT 

I 

TOTAL 

TAB  PCT 

r  nuu  c  kiT  c 

I 

1 

I 

2 

1 

3 

I 

4 

I 

19 

I 

0 

I 

0 

I 

0 

I 

1 

I 

1 

509-C0NFUS*FRAGMNT 

I 

.0 

I 

.0 

I 

mij 

I 

ICO.O 

I 

1.3 

I 

•  0 

I 

•  0 

I 

.0 

I 

6.7 

I 

1 

•  0 

I 

.0 

I 

.0 

I 

1.3 

I 

20 

I 

1 

I 

3 

1 

i 

1 

0 

I 

5 

509-NOTES  QUALITY 

I 

20.0 

I 

60.0 

I 

20.3 

I 

•  0 

I 

6.4 

I 

10. 0 

I 

9. A 

I 

4.8 

I 

.0 

I 

1 

1.3 

I 

3.3 

r 

1.3 

I 

.0 

1 

•f — 

- - 

~  +  - 

- — 

—+ 

21 

I 

0 

I 

2 

I 

0 

I 

0 

I 

2 

509-10  OF  SOURCE 

I 

.0 

I 

100. 0 

I 

.0 

1 

.0 

I 

2.6 

I 

.0 

I 

6.3 

I 

.0 

I 

.0 

I 

I 

.0 

I 

2.6 

I 

.0 

I 

-0 

I 

22 

I 

0 

I 

1 

I 

3 

I 

1 

I 

5 

509  GO  BACK  TO  SEP  N 

I 

.0 

I 

20.0 

I 

60.0 

1 

20.0 

I 

6.4 

I 

.0 

I 

3.1 

I 

14.3 

I 

6.7 

1 

I 

.0 

I 

1.3 

1 

3.8 

I 

1.3 

I 

COLUMN 

10 

32 

21 

15 

78 

TOTAL 

12.8 

Al.O 

26.9 

19.2 

100. 0 

PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 


78  VALID  cases;  237  HISSING  CASES 


J-115 


Table  108 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
CURRENT  DUTY  ASSIGNMENT 
BY  TYPE  OF  PROVIDER 


TYPE 

cot NT  1 

IRNS  PARA  RQH 


HI  ....... 

I 

I 

11 

21 

TOTAL 

1 

I 

39 

1 

1 

39 

CLIN  MAPF  NURSE 

I 

I 

I 

38.5 

4.. 

<i»  «•  «»«[ 

.-4. 

--4 

2 

I 

8 

1 

I 

9 

CLIN  HfAO  NURSE 

1 

I 

1 

7.9 

•ft  •»» 

—4. 

'•-4 

A 

I 

A 

I 

I 

A 

SPEC  PFACTKES 

I 

1 

1 

A.O 

4— 

,.4- 

6 

1 

1 

1 

I 

1 

CH-A5ST  CH  NURSE 

I 

I 

I 

1.9 

4  — 

.-4. 

--4 

8 

I 

I 

n 

1 

10 

91A-AItE 

I 

I 

1 

9.9 

4  — 

-4- 

--4 

10 

I 

I 

35 

I 

35 

9K  PFACT  NRS 

I 

1 

I 

3A.7 

4  — 

.4. 

—4 

11 

I 

I 

A 

1 

A 

91F-PSYCH  TECH 

1 

I 

1 

A.O 

4  — 

-4-. 

•-4 

COLUMN 

52 

A9 

101 

TOTAL 

51.5 

AB.5 

10}. 0 

NUMBER  CF  MISSING  OBSERVATIONS 

S 

32 

J-116 


Table  109 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
"ARE  YOU  A  WARDMASTER?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IPARA  ROM 

1  TOTAL 

I  21 

H?  — - - - — ♦ 

1  I  11  I  11 

YES  1  I  22. A 

2  1  38  I  33 

NO  I  I  77. S 

COLUMN  49  49 

TOTAL  100.0  100.0 

NUMBER  If  MISSING  OBSERVATIONS  =  84 


J-117 


Table  110 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
PRIMARY  INPATIENT  NURSING  UNIT 
BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

1 

IRNS 

I 

I 

PARA 

11 

HARD 

CLERK 

21  3 

H  3  • 

SURC  IMT 

1 

I 

I 

4- 

11 

I 

I 

10 

I  1 

1 

PSYCH  UNIT 

2 

1 

1 

5 

I 

1 

5 

1 

I 

MED  JMT 

3 

I 

1 

7 

I 

I 

9 

1  1 

I 

CCMPINEO  MED 

4 

SUR 

1 

I 

I 

1 

1 

1  1 

1 

PEOS  UNIT 

5 

1 

I 

5 

1 

1 

6 

1  1 

1 

ALL  ICl  S 

6 

I 

1 

3 

1 

1 

4 

1  1 

1 

LtO  MEN  OOST 

7 

PAR 

1 

1 

18 

1 

1 

13 

1  2 

1 

OTHER 

9 

I 

1 

1 

1 

I 

1 

1 

I 

COLUMN 

TOTAL 

47 

50 

.2 

46 

49 

.2 

7 

6.6 

NUMPFP  CF  SJ5S1MG  RBSERVATIONS  *  21 


ROM 

TOTAL 


22 

20. B 

10 

9.4 

17 
16. D 

2 

1.9 

12 

11.3 

B 

7.5 

33 

31.1 

2 

1.9 

106 

100.0 


J-118 


Table  111 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
NUM^R  OF  YEARS  WORKED  AS  A  REGISTERED  NURSE 
BY  TYPE  OF  PROVIDER 


COUNT 


TYPE 


RKS 


II 


1 

2 

3 


8 

10 


7 

11 

1 


1 


1 

1 

2 

2 


TYPE 

COUNT 

I 

ROM 

IRNS 

ROM 

TOTAL 

I 

TOTAL 

I 

11 

t - 

.—4 

7 

11 

1 

4  I 

4 

15.6 

I 

I 

8.9 

4 

11 

12 

1 

5  1 

5 

24.4 

1 

1 

11.1 

....4 

1 

13 

1 

2  1 

2 

2.2 

I 

1 

4.4 

....4 

1 

16 

1 

1  1 

1 

2.2 

1 

I 

2.2 

4.... 

....4 

1 

17 

1 

1  1 

1 

2.2 

1 

1 

2.2 

4.... 

1 

18 

I 

1  I 

I 

2.2 

1 

1 

2.2 

4.... 

....4 

2 

19 

1 

1  I 

1 

4.4 

1 

1 

2.2 

2 

20 

1 

1  I 

1 

4.4 

1 

I 

2.2 

4.-.— 

....4 

3 

COLUMN 

45 

45 

6.7 

TOTAL 

100 

.0 

100.3 

NUMBER  CE  MISSING  OBSERVATIONS  *  88 


J-119 


Table  112 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
CORPS  AFFILIATION 
BY  TYPE  OF  PROVIDER 


H? 

tOl'MT 

TYPE 

1 

IPROFES- 

ISIONAL 

I 

- - - 

ROW 

total 

MC-C JV 

3 

I  17  I 

1  7 

1  I 

89.5 

WD-PA 

5 

- - - 

1  2  I 

2 

I  1 

10.5 

COLUMN 

•f  — — -  — -4 

19 

19 

TCTAL 

100.0 

100.0 

number  CF 

MISSING 

OBSERVATIONS 

=  llA 

J-120 


Table  113 
FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
NUMBER  OF  YEARS  WORKED  WITH  ARMY  INPATIENT 
MEDICAL  RECORDS/OOCUMENTATION 
BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS 

1 

1 

1  1 
I 

2  I 
I 

3  I 
] 

4- 

A  I 
I 

4- 

5  I 
1 

4- 

6  1 
I 

4- 

7  I 
I 

4- 

8  i 
I 

4- 

9  1 
1 

4- 

I 
I 

4- 

I 
I 

4- 
1 
I 

4- 
I 
I 


PARA 


WARD 

CLERK 


II 

-4* 


10 


11 


12 


13 


13 


21 

3  1 

1 

11  1 
1 

1  1 
1 

1  1 
I 

2  1 
1 

....4. 

3  1 

1 

2  1 
I 

- 4. 

ft  I 
1 

— — 4. 

2  1 
1 

3  I 
I 

1  I 
I 

I 

1 

1  1 
1 


PROFES¬ 
SIONAL 
31  A 

.-.4-.- — - 

1 

I 

..4... — 

I  1 

I 

I  1 

I 

..4........ 

I  3 

I 

..4. 

I  1 

I 

I  3 

I 

.,4 - 

I  4 

] 

--4--— ---- 
I  3 

I 

■'-4--  — -  — - 

I  2 

I 

--4--- — --- 
1  1 

I 

--4--  —  — — 

I 

I 

.-4- - -  - - 

I 

1 

..4>. ...... 

I 

I 


ROW 

TOTAL 


13 

11.4 

27 

23.7 

3 

2.6 

10 

8.8 

4 

3.5 

9 

7.9 

7 

6.1 

P 

7.0 

5 

4.4 
7 

6.1 

2 

1.8 

4 

3.5 


2 

1.8 


Table  113 
FORT  .MPBELL 


CLINICAL  NURSING  RECORDS  STUDY 
NUMBER  OF  YEARS  WORKED  WITH  ARMY  INPATIENT 
MEDICAL  RECORDS/DOCUMENTATION 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


H6 


COUNT 

TYPE 

I 

IRNS 

1 

I 

11 

PARA 

WARD 

CLERK 

21 

PROFES¬ 

SIONAL 

31  A 

lA 

I 

1 

1 

1 

I 

»»4. 

1 

1 

1 

1 

1 

15 

I 

I 

1 

I 

I 

3 

I 

I 

1 

1 

16 

I 

I 

1 

1 

I 

1 

I 

1 

I 

I 

17 

1 

I 

1 

1 

I 

1 

I 

1 

I 

18 

1 

I 

1 

1 

I 

.•^4« 

1 

1 

I 

1 

I 

19 

I 

1 

I 

I 

1 

1 

I 

1 

1 

20 

1 

I 

I 

I 

1 

1 

1  1 

1 

COLUMN 

TOTAL 

A1 

A7 

.2 

A1 

36.0 

6 

5.3 

20 

17.5 

NUMEEP  OF  MJSSIMG  OBSERVATIONS  =  J9 


ROM 

TOTAL 


2 

1.8 

A 

3.5 

2 

1.8 

1 

.9 

2 

1.8 

1 

.9 

1 

.9 

llA 

100.0 


J-122 


Table  114 


FORT  CAMPBELL 

CLINICAL  NURSING  RECORDS  STUDY 
FINAL  GENERAL  COMMENTS 
BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  IRN  PARA  WARj  PROFES- 

ROW  PCT  I  CLERK  SIGNAL  ROW 

COL  PCT  I  TOTAL 

TAB  PCT  I  II  21  31  41 

COM'IENTS  - + - - + - ♦ - + 

45  I  51  14  I  31  81  30 

GEN4SYS  CHG  CMTS  I  16.7  I  46.7  1  10. 0  I  26.7  I  40.5 

I  50.0  I  41.2  I  33.3  I  30.1  I 

I  6.8  I  13.9  1  4.1  1  10.6  I 

+ ♦ - + - - - — + 

46  I  II  3  1  2  1  0  1  6 

GEN  -CMTSfOLD  BETTR  I  16.7  I  50.0  I  33.3  I  .0  I  O.l 

I  10. 0  I  8.8  I  22.2  I  .0  I 

I  1.4  I  4.1  I  2.7  I  .0  1 

♦  - 4 - + - - ♦ 

47  I  II  5  1  II  0  1  7 

UVEPRINT  COMMENTS  I  14.3  I  71.4  I  14.3  I  ,0  I  9.5 

I  10.0  I  14.7  I  II. 1  I  .0  I 

I  1.4  I  6.0  1  1.4  I  .0  I 

♦  - + - ♦ - ♦ - + 

48  I  II  II  0  1  0  1  2 

REDESIGN  COMMENTS  I  50.0  I  50.0  I  .01  .01  2.7 

I  10. 0  I  2.9  I  .01  .01 

I  1.4  I  1.4  I  .01  .01 

+ - 4. - + - + - ♦ 

49  I  II  7  1  0  1  2  1  10 

SPECIFIC  AREA  PROBS  I  10. 0  I  70.0  I  .0  I  20.0  I  13.5 

I  10.0  I  20.6  I  .0  I  9.5  I 

I  1.4  I  9.5  I  .0  I  2.7  I 

+ - + - + - 4. - 4 

50  I  3  1  13  I  4  1  14  I  34 

TOS  WANT  YELLOW  HL  I  3.8  I  38.2  I  11.3  I  41.2  I  45.9 

I  30.0  I  38.2  I  44.4  I  66.7  I 

1  4.1  I  17.6  I  5.4  I  10.9  I 

4 - 4 - 4 - 4 - 4 

COLUMN  10  34  9  21  74 

TOTAL  13.5  45.9  12.2  28.4  lOC.O 

PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 

74  VALID  cases;  241  MISSING  CASES 
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APPENDIX  K 

CNR  Study  Test  Site  Personnel  Survey 
Fitzsimons  Army  Medical  Center 
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FITZSIMONS  ARMY  MEDICAL  CENTpr 
CLINICAL  NURSING  RECORDS  STUDY 
TYPE  OF  RESPONDENT 


VALUE  LABEL 

value 

FREOUENCY 

PERCENT 

VALID 

PERCENT 

CUM 

PERCENT 

RNS 

1 

139 

3A.9 

3A.9 

3A.9 

PARA 

2 

SB 

??.l 

22.1 

57.0 

WARD  CLERK 

3 

16 

A.O 

A.O 

61.1 

PRDFES*  SIGNAL 

A 

155 

38.9 

38.9 

100.0 

TOIAL 

39B 

100. D 

100.0 

VALID  CASES  398  MISSIMC  CASES  0 


Table  2 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS  SAVE 
ME  NURSING  DOCUMENTATION  TIME"  BY  TYPE  OF  PROVIDER 

TYPE 

COUNT  1 

IRNS  PARA  ROW 

I  TOTAL 


1 

11 

21 

A] 

1 

1 

62 

I 

39 

1 

101 

STRONCIY 

AGREE 

I 

1 

1 

AS.l 

4- 

-4- 

—4 

2 

I 

57 

I 

35 

I 

92 

AGREE 

1 

I 

1 

A2.0 

4- 

-4- 

—  4 

3 

I 

7 

1 

13 

1 

20 

OISACKEE 

1 

1 

1 

9.1 

A 

1 

6 

I 

1 

6 

S1R0WCLY 

D1SA6RE 

1 

1 

1 

2.7 

4- 

-4- 

—4 

COLUMN 

132 

87 

219 

TOTAL 

60.3 

39.7 

100.0 

NUMBER  IE  MISSING  OBSERVATIONS  *  179 


Table  3 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
“COMPARED  TO  THE  OLD  SYSTEM.  I  FEEL  THE  TEST  FORMS 
HELP  AVOID  WRITING  SAME  INFORMATION  SEVERAL 
PLACES" 

BY  TYPE  OF  PROVIDER 


TYPE 

CDUMT  I 

IRNS  PARA  WARD  ROW 

I  CLERK  TOTAL 

1  II  21  31 


A2 

•4— 

•4- 

-4  — 

-4 

1 

I 

62 

I 

3B 

I 

3 

I 

103 

STRCNCLY 

AGREE 

I 

I 

1 

I 

AA.2 

•4  — 

•4 

2 

1 

35 

I 

38 

! 

7 

1 

100 

AGREE 

1 

I 

1 

I 

A2.9 

4— 

•4- 

-4 

3 

1 

5 

I 

10 

1 

A 

I 

19 

DISAGREE 

I 

I 

1 

I 

8.2 

4— 

-4- 

•4«»* 

-4 

A 

I 

9 

I 

1 

1 

1 

I 

11 

STRONGLY 

0ISA6RE 

1 

I 

1 

I 

A. 7 

4  — 

-4- 

•4-* 

-4 

COLUMN 

131 

87 

15 

233 

TOTAL 

56.2 

37.3 

S  .A 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  «  16S 


■■’•■If 

FITZSIMONS  ARMY  MEDICAL  CE?<TER 
CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
IMPROVE  COMMUNICATIONS  ABOUT  THE  PATIENT  AMONG 
NURSING  PERSONNEL" 

BY  TYPE  OF  PROVIDER 


TYPE 

COU'IT  1 


A? 

IRNS 

1 

) 

PARA 

11 

21 

RON 

tttal 

STROi^lflY 

1 

AGREE 

I 

I 

4. 

34 

1 

1 

21 

1 

1 

55 

25.0 

AGREE 

2 

1 

I 

4-> 

68 

•t  • 

1 

1 

4B 

1 

1 

116 

52.7 

DISAGREE 

3 

I 

1 

4. 

24 

I 

1 

16 

1 

1 

40 

18.2 

STRONGLY 

4 

01SA6RE 

1 

1 

4» 

7 

1 

1 

2 

I 

1 

9 

4.1 

COLUMN 

TCTAL 

133 

60*5 

B7 

39.5 

220 

100.0 

NUMBER  CF  M1SS1H6 

OBSERVATIONS 

*  178 

K-4 


Table  5 

FIT2SIM0NS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS  IMPROVE 
COMMUNICATIONS  ABOUT  THE  PATIENT  BETWEEN  NURSING  AND 
OTHER  HEALTH  CARE  PROFESSIONALS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  PARA  RDM 


I 

1 

11 

21 

T3TAL 

A4  . 

1 

I 

40 

I 

23 

1 

65 

STRONCLY  ACREE 

I 

1 

1 

29.A 

♦— 

2 

I 

60 

I 

4A 

I 

lOA 

AGREE 

1 

I 

1 

47»1 

.-4— 

— ♦ 

3 

1 

21 

1 

13 

1 

A3 

DISAGREE 

1 

I 

1 

19*5 

..4  — 

mmmm 

1 

6 

1 

3 

1 

9 

STRONCLY  OISAGRE 

1 

I 

I 

A»1 

•f— 

— ♦ 

COLUMN 

133 

BB 

221 

TOTAL 

60*2 

39*8 

IDD.O 

NUMBER  OF  MISSING 

OBSERVATIONS 

m 

177 

I  alii  17  0 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
ENCOURAGE  ME  TO  USE  THE  NURSING  PROCESS" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

1 

IRNS 

1 

1 

11 

ROW 

TOTAL 

1 

STRONGLY  AGREE 

1  21 

1 

T 

I 

I 

21 

16.0 

2 

ACREc 

1  66 
I 

1 

I 

6S 

30.A 

3 

DISAGREE 

I  37 

1 

I 

1 

37 

28.2 

4 

STRONGLY  DISAGRE 

I  7 

I 

►•T 

I 

1 

7 

5.3 

COLUMN 

TOTAL 

131 

100.0 

131 

100.3 

NUMBER  IF  MISSING  OBSERVATIONS  »  267 


K-6 


Table  7 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
“COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
ARE  EASIER  TO  USE" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  PARA  WARD  ROW 


A6 

1 

1 

11 

CLE 

21 

RK 

*’ 

31 

TOTAL 

1 

1 

A? 

I 

31 

I 

3 

I 

81 

STRONCLY 

AGREE 

1 

1 

1 

1 

3A.3 

4- 

— 4» 

•  «»  *  « 

•«4 

2 

I 

66 

1 

A5 

I 

B 

I 

119 

AGREE 

1 

1 

1 

1 

51.1 

4- 

....... 

..4. 

..4... 

—4 

3 

1 

16 

1 

3 

1 

1 

I 

75 

DISAGREE 

1 

1 

1 

I 

iO.7 

4- 

...... 

..4. 

...4... 

»«•  «»»■ 

—4 

A 

1 

A 

I 

1 

1 

3 

! 

9 

STRDWCIY 

Dl^iAGRE 

I 

1 

1 

I 

3. A 

—4. 

...... 

■»*4**** 

—4 

COLUMN 

133 

85 

15 

233 

TOTAL 

57.1 

36.5 

6. A 

100.3 

NUMBER  CF  MISSING  OBSERVATIONS  «  165 


K-7 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TE.T  FORMS  SHOULD 
HAVE  BEEN  A  MORE  DRASTIC  CHANGE" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

1 

IRNS 

1 

I 

PARA 

1! 

WARD 

CLERK 

21 

31 

ROW 

TOTAL 

STRCNflY 

1 

ACRES 

I 

I 

11 

I 

I 

5 

1 

1 

2 

I 

I 

IB 

7.9 

«CREc 

2 

I 

I 

31 

I 

I 

22 

1 

I 

3 

I 

1 

55 

2A.7 

DI5AGRFE 

3 

I 

I 

73 

I 

1 

51 

1 

1 

9 

I 

1 

133 

58.6 

STPONCIY 

A 

DISAGRE 

I 

1 

13 

I 

I 

b 

1 

1 

1 

I 

1 

20 

8.S 

COLUMN 

TOTAL 

128 
56. A 

BA 
37. D 

15 

5.6 

227 

100.0 

NUMBER  IF  MISSING  OBSERVATIONS  »  171 


Table  9 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
ARE  A  DEFINITE  IMPROVEMENT" 

BY  TYPE  OF  PROVIDER 


::bl2  .0 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
PROVIDE  ME  A  BETTER  PICTURE  OF  WHAT  IS  HAPPENING 
TO  THE  PATIENT" 

BY  TYPE  OF  PROVIDER 


A9 


COUNT 

TYPE 

1 

IRNS 

I 

1 

PARA 

11 

21 

A, 

R3W 

TOTAL 

1 

I 

30 

1 

19 

I 

A9 

STRONCLY 

AGREE 

I 

1 

I 

22.5 

—4 

2 

1 

71 

I 

53 

I 

121 

AEREc 

I 

I 

1 

55.5 

... 

,.4. 

.-4 

3 

I 

27 

1 

16 

I 

A3 

DISAtFEE 

1 

1 

1 

19.7 

... 

>•■4 

--4 

ti 

1 

A 

I 

1 

1 

5 

fTRONClY 

DISAGRE 

I 

I 

1 

2.3 

4.... 

... 

»-4 

'-4 

COLUMN 

132 

86 

21B 

TOTAL 

60 

•  6 

39.  A 

133.0 

NUMBER  tf  MISSING  OBSERVATIONS  =  180 


K-10 


Table  11 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
“COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
REDUCE  THE  AMOUNT  OF  PAPERWORK  I  HAVE  TO  DO" 

BY  TYPE  OF  PROVIDER 


TYPE 

CQUMT  1 


IRNS 

1 

I 

PARA 

11 

WARD 

CLERK 

21 

31 

RON 

TOTAL 

U 

1 

1 

57 

1 

35 

1  5 

I 

97 

STROMCLY 

AGREE 

1 

I 

1 

1 

A1.8 

4- 

•-4 

2 

I 

A7 

I 

30 

I  5 

I 

82 

ACREc 

1 

I 

1 

1 

35.3 

4- 

-  — — — 4-« 

*-4 

3 

I 

20 

1 

16 

1  A 

1 

AO 

DISAtoRFE 

1 

1 

1 

I 

17.2 

4- 

--4 

A 

1 

8 

I 

3 

1  2 

I 

13 

STROMCIY 

OISAGRE 

I 

1 

I 

I 

5.6 

4- 

•«4 

COLUMN 

132 

BA 

16 

232 

TOTAL 

56.9 

36.2 

6.9 

100.0 

NUMBER  CF 

MISSING 

OBSERVATIONS 

S 

166 

K-11 


p 

5 

I  able  12 

riTZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
“COMPARED  TO  THE  OLD  SYSTEM.  I  FEEL  THE  TEST  FORMS 
HAVE  tMPROVEO  THE  QUALITY  OF  DOCUMENTATION  ON 
MY  NURSING  UNIT" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

I 

IRNS 

I 

PARA 

All 

1 

11 

21 

STRCNtlY 

1 

AGREE 

1 

1 

4« 

24 

1 

1 

21 

►•4 

1 

I 

AGREE 

2 

1 

1 

63 

I 

I 

43 

‘-4 

I 

I 

OISACREE 

3 

1 

I 

4«> 

36 

I 

I 

23 

-4 

1 

1 

STRONC  LY 

4 

disagre 

I 

1 

6 

I 

1 

3 

•4 

1 

I 

COLUMN 

total 

129 
60 .6 

B4 

39.4 

-4 

NUMBFP  Cf  MISSING  OBSERVATIONS  »  185 


R3W 

rjTAL 


A5 

Zl.l 

103 

43.A 

56 

36.3 

9 

4.2 

213 

109.9 


K-12 


I; 


i 


Table  13 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"THE  NUMBER  OF  NURSING  HISTORY  QUESTIONS  IS  ADEQUATE" 
BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

B)  ....... 

I 

IRNS 

1 

1  11 

PARA 

21 

R3N 

total 

1 

STRONGIY  AGREE 

I  27  I 

1  f 

13 

•-4- 

1 

1 

40 

19.7 

2 

AGREE 

1  74  I 

1  I 

1 

1 

130 

64.0 

3 

DISAGREE 

I  20  1 

1  1 

2? 

1 

1 

32 

15.6 

4 

STRPNCIY  OISAGRE 

1  i  1 

1  1 

1 

1 

1 

.5 

COLUMN 

TOTAL 

122 

60«1 

61 

39.9 

203 

103.0 

NUMBER  CF  MISSING  OBSERVATIONS  «  195 


K-13 


I- 


febie  i4 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"THE  CONTENT  OF  THE  NURSING  HISTORY  QUESTIONS  IS  AS  THOROUGH 

AS  I  NEED  THEM  TO  BE" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 


IRNS 

PARA 

ROW 

82  - 

j 

I 

11 

21 

total 

1 

STRONCIY  AGREE 

1 

1 

4- 

25 

1 

1 

11 

'*« 4 

1 

1 

36 

17.6 

2 

AGRFc 

I 

1 

4o 

67 

1 

I 

51 

—4 

1 

I 

118 
57. B 

3 

DISAGREE 

I 

1 

4- 

30 

1 

1 

13 

‘-4 

I 

1 

AB 

23.5 

4 

STPONCLY  OISAGRE 

I 

I 

4»< 

2 

1 

1 

-4 

I 

1 

2 

1.0 

COLUMN 

total 

124 

60*8 

8D 

39*2 

-4 

204 

100.0 

NUMBER  LF  MISSING  OBSERVATIONS  *  194 


K-14 


■BCcr 


Table  15 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"ON  MY  NURSING  UNIT  THE  BLOCK  FOR  PATIENT'S  PERSONAL 
ARTICLES  AND  VALUABLES  IS  HELPFUL" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

I 

IRNS 

1 

1 

11 

PARA 

21 

HARD 

CLERK 

31 

ROH 

TOTAL 

STRONCLY 

1 

AGREE 

I  20 

I 

I 

1 

17 

I 

1 

3 

»4»4 

I 

1 

AO 

18.A 

AGREE 

2 

1  57 

1 

1 

I 

A& 

I 

1 

7 

►■^4 

I 

I 

110 

50.7 

OISACFEE 

3 

1  35 

I 

1 

1 

19 

1 

I 

3 

1 

I 

57 

26.3 

STRONGLY 

4 

DISAGRE 

I  9 

1 

I 

I 

*•4 

I 

1 

1 

^•4 

1 

1 

10 

4.5 

COLUMN 

TOTAL 

121 

55.8 

82 

37.8 

^•4 

lA 

5.5 

••4 

217 

100.0 

NUMBER  TF  MISSING  OBSERVATIONS  «  181 


K-1S 


T^ble  16 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"ON  MY  NURSING  UNIT  MOST  NURSING  HISTORIES  ARE 
DONE  BY  NON-RN/ANC  PERSONNEL." 

BY  TYPE  OF  PROVIDER 


COUMT 


BA 


TYPE 


RNS 


PARA 


MATO 

CLERK 


1 

11 

21 

3 

STRDAIC-IY 

1 

AGREE 

I 

1 

13 

1 

I 

13 

I 

1 

4 

AGREE 

2 

I 

I 

24 

1 

1 

24 

I 

1 

5 

DISAGREE 

3 

1 

I 

61 

I 

I 

33 

1 

I 

3 

STRONtlY 

4 

OISAGRE 

I 

1 

21 

I 

1 

3 

1 

1 

COLUMN 

TOTAL 

125 

56.8 

83 

37.7 

12 

5.5 

NUMBER  CF  MISSING  OBSERVATIONS  =  17B 


t\"16 


ROM 

TOTAL 


30 

13.6 

53 

24.1 

102 

46.4 

35 

15.9 

220 

100.0 


Table  17 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"ON  MY  NURSING  UNIT  ALL  NURSING  ASSESSMENTS  ARE 
DONE  BY  RNs  AND  ANCs" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

I 

IRNS 

I 

I 

PARA 

11 

HARD 

CLERK 

21 

31 

ROH 

TOTAL 

07 

1 

I 

62 

I 

22 

I  5 

I 

89 

STRONGLY 

AGREE 

I 

1 

I 

I 

39.4 

4 

-4- 

«-4 

2 

I 

42 

1 

31 

1  5 

I 

78 

AGREE 

1 

1 

1 

I 

34.5 

4 

-4- 

—4 

3 

I 

22 

1 

27 

1  2 

1 

51 

DISAGREE 

I 

1 

1 

I 

22.6 

4 

-4« 

—4 

A 

I 

3 

I 

5 

1 

I 

B 

STRONGLY 

OISAGRE 

I 

1 

1 

I 

3.5 

4 

-4' 

—4 

COLUMN 

129 

85 

1? 

226 

TOTAL 

57.1 

37.5 

5.3 

100.3 

NUMBER  CF  MISSING  OBSERVATIONS  «  17Z 


lf-17 


Table  18 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"ON  MY  NURSING  UNIT  AN  OVERPRINT  IS  USED  FOR 
THE  ASSESSMENT" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

1 

IRNS 

1 

RON 

TOTAL 

B6 

1  11 

1 

1  31  I 

31 

5TRPNCLY 

AGPfE 

1  I 

25. A 

2 

I  A3  I 

A3 

ftCPFc 

1  I 

4.. ...... 4 

35.2 

3 

1  35  I 

35 

DISAGPEE 

I  I 

4.... ....4 

26.2 

I  13  I 

13 

STP(  NllY 

0ISA6RE 

1  I 

4.... ....4 

10.7 

COLUMN 

122 

122 

TOTAL 

100.0 

100.0 

NUMBER  IF  MISSING  OBSERVATIONS  *  276 


K-1S 


Table  19 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
“ON  MY  NURSING  UNIT  WE  OFTEN  USE  THE  HISTORY 
AND  ASSESSMENT  CONTINUATION  SHEET" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  PARA  HA4D  ROW 

I  CLERK  TOTAL 


D  *7 

I 

11 

21 

31 

>  ^  A 

B7 

» 

1 

I 

22 

1 

A 

I 

1 

I 

27 

STRONGLY 

AGREE 

1 

1 

1 

1 

12. A 

4— 

•4» 

••.4 

2 

1 

22 

1 

AS 

1 

5 

1 

72 

AGREE 

I 

I 

I 

1 

33.0 

4— 

-4- 

'-4 

3 

I 

53 

I 

27 

1 

5 

1 

85 

DISAGREE 

I 

1 

I 

I 

39.0 

4— 

-4- 

•“4-* 

—4 

A 

I 

28 

1 

A 

1 

2 

I 

3A 

STRONGLY 

DISAGRE 

1 

1 

I 

I 

15.6 

4  — 

-4- 

--4 

COLUMN 

125 

83 

13 

218 

TOTAL 

57.3 

36.7 

6.0 

100.0 

NUMBER  Cf  HISSING  OBSERVATIONS  »  180 


K~19 


■^•able  20 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINIC  NURSING  RECORDS  STUDY 
"OVERPRINTING  THE  ASSESSMENT  CATEGORIES  FROM  THE 
STANDARDS  OF  NURSING  PRACTICE  (DA  PAM  40-5) 

IS  HELPFUL  TO  ME" 

BY  TYPE  OF  PROVIDER 


TYPE 


BE 

STPONCLY 

COUNT 

1 

IRNS 

I 

1 

11 

ROM 

TOTAL 

1 

ACREE 

1 

1 

38 

1 

1 

35 

34.5 

AG  FEE 

2 

1 

1 

61 

p  avif. 

1 

1 

61 

55.5 

DIS^EFFE 

3 

I 

I 

8 

I 

1 

B 

7.3 

STRONtlY 

4 

OISAGRE 

1 

1 

3 

p 

1 

I 

3 

2.7 

COLUMN  110  113 

TOTAL  100.0  190.3 

NUMBER  IF  MISSING  OBSERVATIONS  =  288 


K-20 


! 


Table  21 


FIT2SIM0NS  ARMY  MEDICAL  CENTER 
CLINIC  NURSING  RECORDS  STUDY 

"OVERPRINTING  THE  ASSESSMENT  CATEGORIES  FROM  THE  STANDARDS 
OF  NURSING  PRACTICE  (DA  PAM  40-5)  NAS  INCREASED 
MY  USE  OF  THE  CATEGORIES" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IRNS  ROM 


I 

TOTAL 

I 

11 

B9 

►4- 

1 

1 

31 

1 

31 

STRONCLY 

AGREE 

1 

I 

28.7 

4* 

—4 

2 

1 

57 

1 

57 

ACREc 

1 

1 

52.3 

4- 

....... 

'-4 

3 

I 

17 

I 

17 

DISAGREE 

1 

I 

15.7 

4- 

•.•Ml 

A 

I 

3 

I 

3 

STRONGLY 

01 SAG RE 

1 

1 

2.8 

4- 

........ 

•-4 

COLUMN 

108 

108 

TOTAL 

100.0 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  «  290 


Table  22 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINIC  NURSING  RECORDS  STUDY 
"OVERPRINTING  THE  ASSESSMENT  CATEGORIES  FROM  THE 
STANDARDS  OF  NURSING  PRACTICE  (DA  PAM  40-5) 
SHOULD  BE  CONTINUED" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

1 

IRNS 

1 

1 

11 

ROW 

rOTAL 

1 

STPCNllY  AGREE 

1 

I 

A1  I 

1 

61 

38.7 

2 

ACREc 

I 

1 

57  I 

1 

57 

53.3 

3 

DlSAbFEE 

I 

I 

6  1 

I 

6 

5.7 

A 

STRONCLY  OISA&RE 

I 

I 

4  —  .. 

2  I 

1 

2 

1.9 

COLUMN  106  106 

TOTAL  100.0  lOOO 

NUMBER  OF  MISSING  OBSERVATIONS  *  292 


K-22 


Table  23 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
“I  LIKE  THE  IDEA  OF  THE  NURSING  HISTORY  AND  ASSESSMENT, 
IF  COMPLETED  ON  ADMISSION,  SERVING  AS  THE  ADMISSION 

NURSING  NOTE" 

BY  TYPE  OF  PROVIDER 


TYPE 


Bll 

COUNT 

I 

IRNS 

1 

1 

11 

-♦ 

RDM 

tdtal 

1 

1  87 

I 

87 

STRONGLY 

AGREE 

1 

I 

86.9 

2 

1  38 

— ♦ 

I 

39 

AGREE 

1 

] 

29.2 

3 

1  4 

—•f 

I 

S 

DISAGREE 

1 

1 

3.1 

4 

1  1 

— ♦ 

1 

1 

STRONGLY 

D1SA6RE 

I 

I 

9  S 

COLUMN 

TOTAL 

130 

100.0 

130 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  »  268 


K>23 


Table  24 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
OVERPRINTING  THE  NURSING  DIAGNOSES  ONTO  THE  CARE  PLAN 
IS  HELPFUL  TO  ME" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IRNS  ROW 

I  TOTAL 

1  IT 

B12  - 4 - 4 

II  57  I  57 

STRONCLY  AGREE  1  1  47.9 

4— -—-4 
21  52  I  52 

AGREE  1  I  43.7 

4 

3  1  8  1  3 

DISAGREE  1  1  6.7 

4  1  2  1  2 

STROWCLY  OISAGRE  1  1  1.7 

COLUMN  119  119 

TOTAL  100.0  190.0 

NUMBER  LF  MISSING  OBSERVATIONS  «  279 


^-24 


Table  25 

FITZSIMONS  ARMY'  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
“OVERPRINTING  THE  NURSING  DIAGNOSES  ONTO  THE  CARE  PLAN  HAS 
INCREASED  MY  USE  OF  THE  DIAGNOSES" 

BY*  TYPE  OF  PROVIDER 


TYPE 


COUNT 

I 

IRNS 

RDM 

1 

TOTAL 

I 

11 

B13 

1 

I 

48  I 

4B 

STRPNtLY 

AGREE 

1 

1 

41.0 

2 

I 

54  I 

54 

AGREE 

I 

I 

46.2 

3 

I 

13  1 

13 

DISAGREE 

I 

1 

11.1 

A 

I 

2  I 

2 

STRONGLY 

DISAGRE 

I 

I 

1.7 

4  — 

COLUMN 

117 

117 

TOTAL 

100.0 

100.0 

NUMBER  Cf  MISSING  OBSERVATIONS  •  281 


Table  z6 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"OVERPRINTING  THE  NURSING  DIAGNOSES  ONTO  THE  CARE  PLAN 
SHOULD  BE  CONTINUED" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT 

1 

IRNS 

ROM 

I 

TOTAL 

1 

11 

314  - 

-4 

1 

I 

59 

1 

59 

STPONCLY  ACREE 

1 

1 

50.3 

♦ 

'-4 

2 

1 

52 

1 

52 

AGREE 

I 

1 

AA.l 

+ 

'-4 

3 

I 

3 

1 

3 

DISAGREE 

1 

1 

2.5 

+ 

-4 

A 

1 

A 

I 

4 

STPONILY  OISAGRE 

I 

1 

3. A 

+ 

■•4 

COLUMN 

118 

118 

TOTAL 

100.0 

100.0 

NUMBER  LT  MISSINC  OBSERVATIONS 


ZBO 


Table  27 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"I  READ  THE  NURSING  CARE  PLAN  TO  LEARN  THE  OVERALL 
GOALS  FOR  THE  PATIENT" 

BY  TYPE  OF  ;>ROVIDER 


TYPE 

COUNT  I 

IPARA  ROM 

1  TOTAL 

1  21 

315  4 - ♦ 

11  15  1  15 

STRDMCLY  ACREE  1  1  17*5 

21  55  1  55 

AGREE  1  1  5A.7 

3  1  12  1  17 

OlSAfiFEE  1  1  lA.l 

4..  ......4 

A  1  3  1  3 

STRONCl.Y  OISAGRE  1  1  3.5 

4 - .....4 

COLUMN  85  85 

TOTAL  100.0  100.0 


NUMBER  Cf  MISSING  OBSERVATIONS  «  313 


K-27 


Table  28 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
“OTHER  THAN  1m  PATIENT  IDENTIFICATION  STAMP,  I  HAVE 
COMPLETED  SOME  PORTIONS  OF  THE  NURSING  DISCHARGE 
SUMMARY  FOR  THE  NURSES" 

BY  TYPE  OF  PROVIDER 


COUNT 


STRONCLY  AGREE 


AGREc 


DlSAGfEE 


STRONGLY  DJSAGRE 


TYPE 


PARA 


HARD  RON 

CLERK  13TAL 

21  31 


10 

10.1 

33 

33*3 

AA 

AA.A 

12 

12*1 


4-- — ...4. .......  4 

COLUMN  8A  13  99 

TOTAL  8A.8  13.2  IDO.O 


NUMBER  CF  MISSING  OBSERVATIONS  ‘  299 


1<>28 


Table  29 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORD^  STUDY 
"OTHER  THAN  THE  PATIENT  IDENTIFICATION  STAMP,  THE  ENTIRE 
NURSING  DISCHARGE  SUMMARY  IS  COMPLETED  ONLY  BY  AN 
RN/ANC  ON  MY  NURSING  UNIT" 

BY  TYPE  OF  PROVIDER 


C2 

stroaicly 

COUNT 

TYPE 

1 

I  PARA 

1 

1 

HARD 

Clerk 

21 

31 

RDM 

TOTAL 

1 

AGREE 

I  lA 

1 

I  & 

I 

I 

1 

20 

20.2 

AGREE 

2 

1  32  I  5 

1  ] 

1 

1 

3T 

37.A 

DISAGREE 

3 

I  33 

I 

I  3 

I 

1 

1 

36 

36«A 

STRO<«ltLV 

A 

0ISA6RE 

1  6 

1 

1 

I 

A.  ^ 

1 

1 

6 

6.1 

COLUMN 

TOTAL 

83 

85*9 

lA 

lA.I 

99 

100.0 

HUMBER  IF 

MISSING 

OBSERVATIONS  * 

299 

K-29 


Table  30 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  -  ELEMENTS 
ON  THE  FORM  ARE  THOSE  I  WOULD  INCLUDE  IN  A  DISCHARGE 

NURSING  NOTE" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IRK'S  ROW 

I  TOTAL 

1  II 

C3  - - - 

11  A?  I  A2 

STROflClY  AGREE  I  I  37.2 

21  61  1  61 

AGREE  I  I  5A.3 

■» - — 

3  1  6  1  6 

D16AGKFE  I  1  5.3 

- - 

A  1  A  I  A 

STROWflY  OISAGRE  1  I  3.5 

♦  - - 

COLUMN  113  113 

TOTAL  100.0  100.3 


NUMBER  C3F  MISSING  OBSERVATIONS  *  285 


Table  31 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
“NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  -  I  LIKE 
TO  HAVE  THE  DISCHARGE  SUMtARY  SERVE  AS  THE  NURSING 
DISCHARGE  NOTE" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS  ROM 


I 

TOTAL 

I 

11 

CA 

1 

I 

60  I 

60 

STRONCLV 

AGREE 

I 

I 

51.7 

♦- 

2 

I 

51  I 

51 

AGREE 

I  I 

A4.0 

3 

1 

3  1 

3 

DISAGREE 

I 

1 

2.6 

■f- 

A 

I 

2  I 

2 

STROMCLY 

DISAGRE 

I 

I 

1.7 

4« 

COLUMN 

116 

116 

TOTAL 

100.0 

109.0 

NUMBFP  CF  MISSING  OBSERVATIONS  *  282 


K~31 


Table  32 


FITZSIMONS  ARMY  MEDICAL. CENTER 
CLINICAL  NURSING -RECORDS  STUDY 
"NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  - 
IT  IS  HELPFUL  TO  HAVE  A  COPY  FOR  THE  PATIENT" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUMT  1 

IRNS  R3N 

I  TOTAL 

i  II 

C5  - ♦ - ♦ 

11  54  I  54 

STROMfeLY  ACRES  1  I  47.0 

2  1  53  I  53 

AGREc  1  I  46.1 

3  1  5  1  5 

DISACFEE  I  I  4.3 

4  1  3  1  3 

STPO^IGLY  01SA6RE  1  1  2.6 

- 

COLUMN  113  115 


TOTAL  200.0  100*0 

NUMBER  Cf  MISSING  OBSERVATIONS  »  283 


Table  33 

FITZSIMONS 'ARMY  MEDICAL  CENTER 
CLINICAL  NURSINO^RECORDS  STUDY 
“NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  -  IT  IS 
IMPORTANT  FOR  A  NURSING  SUMMARY  TO  APPEAR  IN  THE 
OUTPATIENT  RECORD" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  ROW 


C6 

I 

1 

»4. 

11 

TOTAL 

1 

1 

36  I 

36 

STRONGLY 

AGREE 

1 

1 

32.1 

2 

I 

1 

1 

1 

1 

1 

f 

57 

AGREE 

I 

I 

50.9 

3 

4- 

I 

—-——-4 

15  1 

15 

DISAGREE 

I 

I 

13. A 

A 

4- 

I 

A  I 

A 

STRONGLY 

OISAGRE 

I 

1 

3.6 

COLUMN 

TOTAL 

4* 

112 

100.0 

112 

100.3 

NUMBER  Cf  MISSING  OBSERVATIONS  >  286 


I 


Table  34 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"NURSING  DISCHARGE  SUMMARY  (DA  FORM'  3888-5  TEST)  -  THE 
NURSING  DISCHARGE  SUMMARY  FORM  NEEDS  TO  BE  KEPT 
IN  THE  SYSTEM" 

BY  TYPE  OF  PROVIDER 


TYPE 


f  *7 

COUNT 

1 

IRNS 

I 

1 

11 

ROW 

TOTAL 

L  i 

STPCNtlY 

1 

ACREE 

I 

I 

44  I 

1 

44 

38.6 

AGREc 

2 

1 

1 

56  1 

I 

56 

49.1 

DISAGFEE 

3 

1 

1 

9  I 

1 

9 

7.9 

STRONGLY 

4 

OISAGRE 

1 

1 

4  —  — 

5  I 

1 

5 

4.4 

COLUMN  114  114 

TOTAL  100.0  103. D 


NUMBER  OF  MISSING  OBSERVATIONS  »  284 


K-34 


Table  35 

FITZSIMONS  ARMY  ^MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 

"NURSING  DISCHARGE  SUMMARY^  (DA,. FORM  3888-5  TEST)  -  DISCHARGE 
SUMMARIES' SHOULD  BE.  IN^ A  MULYIDISCIPl INARY  FORMAT  SO 
PHYSICIANS  AND  OTHER  HEALTH  CARE  PROVIDERS  COULD 
MAKE  APPROPRIATE  NOTATIONS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS  ROM 


1 

TOTAL 

1 

11 

1 

1 

A3 

I 

A3 

STRCNCIY 

AGREE 

1 

I 

36.3 

«4 

2 

1 

36 

I 

56 

AGREE 

I 

1 

A7.9 

4- 

— — — - 

-4 

3 

1 

lA 

I 

m 

D1SA£REE 

1 

I 

12.0 

A 

1 

A 

I 

A 

STROMCIY 

OISAGRE 

1 

1 

3. A 

4- 

.-4 

COLUMN 

117 

117 

TOTAL 

100.0 

100.0 

NUMBER  C’T  MISSING  OBSERVATIONS  *  281 


K-35 


Table  36 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CINICAL  NURSING:  RECORDS  STUDY 
"DOCTOR'S  ORDERS  MEDICATION/POCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  - 
WE  FREQUENTLY  USE  THE  BUFF  COPY  ON 
NURSING  UNIT" 

BY  TYPE  OF  PROVIDER 


01 

COUNT 

type 

I 

IRNS 

1 

1 

PARA 

11 

NA^D 

CLE^K 

21 

31 

ROW 

TOTAL 

1 

I 

16 

1 

9 

I  2 

I 

27 

STRONG  lY 

AGREE 

1 

I 

1 

T 

12.1 

-4- 

>-4— —  — 

••4 

2 

I 

30 

I 

27 

1  1 

I 

58 

AGREE 

1 

I 

1 

1 

26.9 

4 

-4* 

—4 

3 

1 

32 

I 

33 

I  7 

I 

72 

OISAGFFE 

1 

1 

1 

1 

32.3 

♦ 

-4- 

—4 

A 

1 

50 

I 

11 

1  5 

1 

66 

STRONGLY 

OISAGRE 

1 

I 

1 

I 

29.6 

4 

•-4' 

—4 

COLUMN 

128 

80 

15 

223 

total 

57.4 

35.9 

5.7 

100.0 

NUMBER  IF  MISSING  OBSERVATIONS  «  175 


Table  37 


FITZSIMONS  ARMV  MEDICAL  CENTER 
CINICAL  NURSING  'RECORDS  STUDY 
"DOCTOR'S  ORDERS  MEOICATION/DOCTOR’S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TESTj  OA  FORM  4256-2  TEST)  -  I  LIKE 
NOT  HAVING  TO  RECOPY  SOME  SINGLE  ACTION  ORDERS 
ONTO  THE  THERAPEUTIC  DOCUMENTATION  CARE 
PLAN" 

BY  TYPE  OF  PROVIDER 


COUNT 


TYPE 


02  - — 

1 

I 

1 

RNS 

PARA 

11 

WARD 

CLERK 

21 

31 

ROW 

TOTAL 

1 

STRONCtV  agree 

1 

1 

4 

77 

1 

I 

39 

1  3 

1 

— >♦ 

I 

I 

119 

52.9 

2 

AGREE 

1 

1 

38 

I 

I 

29 

1  B 

1 

! 

I 

75 

33.3 

3 

DISAGREE 

I 

1 

11 

I 

1 

9 

1  2 

I 

f 

I 

I 

22 

9.8 

A 

STRONGLY  OISAGRE 

1 

1 

4< 

3 

1 

1 

% 

I  2 

I 

I 

1 

9 

A.O 

COLUMN 

TOTAL 

129 

57.3 

81 

36.0 

15 

6.7 

*4 

225 
100. D 

NUMBER  CF  MISSING  OBSERVATIONS 

»  173 
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Table  38 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  iiii£  THE  NURSING 
HISTORY  AND  ASSESSMENT  TO  LEARN  ABOUT  NURSING  ACTIVITIES 
AND  THE  PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


COUNT 


XIA  - 

1 

EVERY  FNT 

2 

MOST  EMS 

3 

RflREtY 

A 

NEVER 

COLUMN 

TOTAL 

NUMBER  CP  MISSING 


TYPE 


PROFES¬ 

SIONAL 

41 

ROW 

IDTAL 

8 

I 

1 

S 

5.4 

43 

'•T 

1 

1 

43 

29.3 

63 

I 

I 

63 

42.9 

33 

1 

1 

33 

22.4 

147 

100.0 

147 

109.0 

OBSERVATIONS  »  251 


Table  39 

...FITZSIWNS  ARMY  IJIEDICAL  CENTER 
CLINICAL  NURSING  [RECORDS  STUDY 
''DURING  THE  TEST  PERIOD,  HOW.  OFTEN  DID  YOU  iiS£  THE  NURSING 
CARE  PLAN  TO  LEARN  ABOUT.  NURSING  ACTIVITY  AND  THE 
PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IPROFES-  R3H 

ISIONAl  TOTAL 

1 

XIB  - 4 - 4 

II  3  1  3 

EVERY  PNT  1  I  2,3 

4— —  —-'-4 
21  11  1  11 

MOST  PKTS  I  I  T.A 

4— -  —  -4 

3  1  60  I  63 

RARElY  I  I  ^0,5 

- - 4 

4  1  74  1  74 

NEVER  I  1  50.3 

4  — — 

COLUMN  148  14S 

total  100.0  103.0 

NUMBER  OF  MISSING  OBSERVATIONS  *  250 


K-39 


Table  40 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE  THE  NURSING 
DISCHARGE  SUMMARY  TO  LEARN  ABOUT  NURSING  ACTIVITIES  AND 
THE  PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IPROFES-  ROM 

ISIONAL  TOTAL 

1  A1 

XK  ♦ - ♦ 

II  2  1  2 

EVFPY  PNT  1  I  1.4 

4— — — — ♦ 

2  1  10  I  10 

MOST  PMS  1  1  S.9 

3  1  59  1  59 

RARELY  1  1  40.4 

41  75  I  75 

NEVER  1  1  51.4 

COLUMN  146  146 

TOTAL  100.0  100.0 


NUMBER  OF  MISSING  OBSERVATIONS  *  252 


Table  41 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  I^URSING’ RECORDS  STUDY 
"DURING  THE  TEST  PERIOD.  HOW  OFTEN  DID  YOU  USE 
THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN, 
NONMEDICATION? " 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IPROFES-  ROW 

ISIOMAL  TOTAL 

I  AI 

Xio  + - ♦ 

II  18  I  IB 

EVERY  PNT  I  I  12*2 

2  1  45  I  45 

MOST  PUTS  I  I  30.4 

3  1  53  I  53 

RARELY  1  1  35. B 

4- - .^.4 

4  1  32  I  32 

NEVER  1  I  21.6 

4........4 

COLUMN  148  148 

TOTAL  100.0  100.0 


NUMBER  CF  MISSING  OBSERVATIONS  »  250 


K-41 


Table  42 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"DURING  THE  TESt  PERIOD,  HOW  OFTEN  DID  YOU  USE 
THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN, 
MEDICATION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COt'MT  I 

IPROFES-  ROW 
ISIONAL  TOTAL 

1  A1 

XiE  + - ♦ 

11  35  I  35 

EVERY  FNT  1  I  23.5 

21  42  I  42 

MOST  FMS  1  I  28.4 

+ - .....4 

3  1  43  I  43 

RARElY  1  1  29.1 

4  1  28  I  23 

NEVER  1  I  18.9 

COLUMN  148  148 

TOTAL  103.0  100. D 


NUMBER  CP  MISSING  OBSERVATIONS  *  250 


Table  43 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"DURING  THE  TEST  PERIOD,  HOW  QEHN  DID  YOU  ilS£  THE 
TPR  GRAPHIC?" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

1 

RDM 

IPROFES- 

ISIONAL 

TOTAL 

1 

41 

XIF 

1 

1 

82  1 

82 

EVEPr  PNT 

I 

I 

5b.5 

2 

I 

30  I 

3D 

MOST  PUTS 

1 

I 

20.7 

3 

T* 

I 

19  I 

19 

RARELY 

1 

1 

13.1 

T* 

4 

I 

14  I 

14 

NEVER 

1 

1 

9.7 

T* 

COLUMN 

145 

145 

TOTAL 

100.0 

100. D 

NUMBEP  CF  MISSING  OBSERVATIONS  *  253 


K-43 


Table  44 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE  THE 
PROGRESS  NOTES?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT 

I 

IPROFES- 

ROM 

ISIONAL 

TOTAL 

1 

41 

XIG 

— !• 

1 

I  61 

I 

61 

EVERT  m 

1 

1 

40*9 

-♦ 

2 

1  43 

I 

43 

MOST  FKTS 

I 

1 

29.9 

-♦ 

3 

1  34 

I 

34 

RAREO 

1 

1 

Z2.S 

-♦ 

4 

1  11 

1 

11 

NEVER 

1 

1 

7.4 

4....... 

COLUMN 

149 

149 

TOTAL 

100.0 

lOD.O 

NUMBER  LF  HISSING  OBSERVATIONS  »  249 


K-44 


Table  45 

FITZSIMONS’ARHY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
“DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE  THE  OTHER 
FORMS  TO  REVIEW  NURSING  CARE?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IPROFES- 
ISIONAL 
1  41 

XiH  — - 4 - 4 

11  2  1 

EVERT  PNT  1  I 

3  1  3  1 

RARElY  1  1 

4  — — 4 

4  1  15  I 

NEVER  I  1 

4—  — -—4 


ROM 

TOTAL 


2 

ID.O 

3 

15. D 

15 

75.0 


COLUMN  20  20 

TCTAL  100.0  100.0 


NUMBER  CF  MISSING  OBSERVATIONS 


r 


378 


-I 


I  Table  46 

I  FITZSIMONS  ARMY  MEDICAL  CENTER 

f 

I  CLINICAL  NURSING  RECORDS  STUDY 

I 

j  "PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED  THE  NURSING 

HISTORY  AND  ASSESSMENT  TO  LEARN  ABOUT  NURSING  ACTIVITIES 
AND  THE  PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

1 

IPPOFES- 

ROM 

1  SIGNAL 

TOTAL 

1 

41 

X3A  - 

•+ 

-4 

1 

1 

8 

I 

8 

EVEPr  FNT 

I 

1 

5.7 

4 

-4 

2 

I 

33 

1 

33 

MOST  FNIS 

1 

1 

23.6 

4 

•-4 

3 

1 

61 

I 

61 

RARELY 

1 

1 

43.6 

4 

-4 

4 

I 

38 

1 

38 

NEVER 

J 

1 

27.1 

4 

—4 

COLUMN 

140 

140 

TOTAL 

100.0 

100.0 

NUMBER  LF  MISSING  OBSERVATIONS  «  258 


K-46 


Table  47 

FIT2SIM0NS  ARMY  MEDICAL  CENTER 
CLIHI^iAL  NURSING  RECORDS  STUDY 
^ PRIOR  TO  THE  TEST  PERIOD,,  HOW  OFTEN  HAD  YOU  USED  THE 
NURSING  CARE  PLAN  TO;  LEARN  ABOUT  NURSING  ACTIVITIES 
AND  THE  PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

1 

IPROFES- 

RON 

I  SIGNAL 

TOTAL 

I  41 

X3B 

- - - 

1 

I  3  I 

3 

EVERY  PNT 

1  1 

2.1 

- - - 

2 

1  9  I 

9 

MOST  PMS 

1  1 

6.4 

- - - 

3 

1  56  1 

56 

RAREiY 

i  I 

40. D 

- - - 

4 

I  72  1 

72 

NEVER 

1  1 

51.4 

- - - 

COLUMN 

140 

140 

TOTAL 

100.0 

100.0 

NUMBER  CF  MISSING 

OBSERVATIONS 

*  258 

K-47 


Table  48 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 

"PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED  THE  NURSING 
DISCHARGE  SUMMARY  TO  LEARN  ABOUT  NURSING  ACTIVITIES  AND 
THE  PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

1 

IPROFES- 

ROW 

I  SIGNAL 

TOTAL 

I 

41 

3C  - 

-4 

2 

I 

12 

1 

12 

MOST  FNTS 

I 

I 

8*6 

♦  - 

-4 

3 

1 

55 

I 

55 

RARElY 

I 

1 

39.5 

4- 

-4 

4 

I 

72 

I 

72 

NEVER 

I 

1 

51.S 

4- 

«-4 

COlUMN 

139 

139 

TOTAL 

100.0 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS  »  259 


K-48 


Table  49 

FITZSIMONS  ARMY’ MEDICAL  CENTER 
CLINICAL  NURSING.  RECORDS  STUDY 
'?RIOR  TO; THE  TEST 'PERIOD,,  HOW  OFTEN  HAD  YOU  USED 
THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN, 
NONMEDICATION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IPROFES-  ROM 

ISIONAL  TOTAL 

I  41 

X3D  4 - 4 

11  12  1  12 

EVERT  PNT  1  I  8.6 

21  36  1  36 

HOST  PNTS  I  I  25.9 

4— — -4 
3  1  53  I  53 

RARELY  1  1  38.1 

4— --——4 
41  38  I  33 

NEVER  I  I  27.3 

4— ——*“4 

COLUMN  139  139 

TOTAL  100.0  100.0 


NUMBER  CF  MISSING  OBSERVATIONS  «  259 


K-49 


Table  50 

FITZSIMONS  ARMY,  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"PRIOR  TO  THE  TEST  PERIOD,  HOW; OFTEN  HAD  YOU  USED 
THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN, 
MEDICATION?" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

1 

JPROFES- 

ROW 

ISIONAL 

TOTAL 

1 

AI 

3E 

•+« 

1 

1 

27 

1 

27 

FVFPr  FNT 

1 

J 

19.A 

+ 

-♦ 

2 

I 

AO 

I 

40 

MOST  FFTS 

1 

1 

28.3 

3 

1 

A2 

1 

42 

RAREtY 

J 

1 

30.2 

♦ 

A 

1 

30 

1 

30 

NEVER 

1 

I 

21. & 

+ 

COLUMN 

139 

139 

TOTAL 

100.0 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  *  259 


K-50 


TaBle  M 

FITZSIMONS  ARMY  MEOiCAL  CENTER' 

clinical  NOftsiNG-  records  study 

"PRIOR  TO  THE  fESt  PERIOD;  HOW  OFTEN  HAD  YOU  USED 
THE  TPR  GRAPHIC?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IPROFES-  ROM 

ISIONAL  TOTAL 

1  AI 

X3F  - - - - 

II  77  I  77 

EVERY  PNT  1  1  55.0 

4— — — 4 

2  1  29  I  29 

MOST  PKTS  1  I  20.7 

4— —  — ~»4 

3  1  20  1  20 

rarely  I  I  1A.3 

4..  ......  .4- 

A  1  lA  ]  lA 

NEVER  1  I  10. 0 

COLUMN  lAO  lAO 

TOTAL  100.0  100. 0 


NUMBER  Cf  MISSING  OBSERVATIONS  =  25B 


Table  52 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"PRIOR  TO  THE-  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED 
THE  NURSING  NOTES?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IPROFES-  ROW 

ISIONAL  TOTAL 

1  AI 

X36  •» - ♦ 

II  30  1  30 

EVERT  PNT  I  1  21*b 

2  1  37  1  37 

MOST  FFTS  1  1 

3  1  A9  I  49 

RAREcY  I  1  35.3 

4.... ....4 

4  1  23  I  23 

MEVFi»  1  I  16*5 

4 - 4 

COLUMN  139  139 

TOTAL  100.0  100.0 


NUMBER  OF  MISSING  OBSERVATIONS  *  259 


K-52 


UbU  53 

FITZSIMONS'  ARMV'MEDiCAL*  CENTER 
CLtNldAL-^NURSING  RECORDS  UTUDY 
"PRIOR  TO  THE  TEST  PERIOD>  HOW  OFTEN  OID^  YOU  USE  OTHER 
FORMS  TO  REVIEW  NURSING  CARE?" 

BY  TYPE  OF  provider 


TYPE 

COUNT  J 

IPROFES-  RON 
ISIONAI  TOTAL 


I 

AI 

X3H 

1 

1 

1 

I 

1 

EVERY  PNT 

I 

1 

A. 3 

♦- 

2 

1 

1 

1 

1 

MOST  ms 

I 

I 

4.3 

♦- 

3 

I 

A 

I 

4 

RARELY 

I 

I 

17.4 

■— f 

A 

I 

17 

I 

17 

NEVER 

I 

I 

73.9 

— ♦ 

COLUMN 

23 

23 

TOTAL 

100.0 

lOD.D 

NUMBER  C.F  MISSING  OBSERVATIONS  *  375 


K-53 


Table  54 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  -  HAVING 
TWO  SEPARATE  ORDER  SHEETS  CAUSED  MINIMAL 
DIFFICULTIES  FOR  ME" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 


03 


IRNS 

I 

I 

PARA 

11 

HARD 

CLERK 

21 

PROFE'5- 

SIONAL 

31 

41 

ROW 

TOTAL 

STRONGLY 

1 

AGREE 

1 

1 

44 

1 

1 

34 

I  4 

1 

I 

1 

21 

I 

I 

103 

27.7 

AGREE 

2 

I 

I 

54 

1 

I 

39 

I  8 

1 

I 

1 

48 

I 

I 

149 

40.1 

DISAGREE 

3 

1 

I 

23 

I 

1 

11 

1  1 

I 

1 

1 

39 

1 

I 

.  ^A 

74 

19.9 

STRONGLY 

A 

D1SA6RE 

I 

1 

13 

I 

1 

1 

1  2 

1 

I 

I 

30 

1 

I 

..^4 

46 

12.4 

COLUMN 

TOTAL 

T* 

134 

36.0 

85 

22.8 

15 

4.D 

138 

37.1 

372 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  *  26 


l<-54 


Table  55 

FIfZSIMONS  ARMV  MEDICAL  CENTER 
CLINICAL  NURSING  'RECORDS  STUDY 
“DOCTOR'S  ORDERS  MEDICATION/OOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST*  DA-  FORM  4256-2  TEST)  -  ORDERS 
SHOULD  CONTINUE  TO  REMAIN  SEPARATED  ON  COLOR 
CODED  MEDICATION  AND  NONMEDICATION  SHEETS" 

BY  TYPE  OF  PROVIDER 


04 


TYPE 

COUNT  1 

IRNS  PARA 

I 

I  II 

II  64  1  42 

I  I 

1  42  I  38 

1  I 

4 - ..-4.-...— 

I  12  I  5 

I  I 

4 - - — 

4  1  14  I 

STRONCLY  DISAGRE  I  I 

4  — —  — -4— -  — 
COLUMN  132  85 

TOTAL  35.6  22.9 


STRONGLY  AGREE 


AGREE 


DISAGREE 


WARD 

CLERK 


21 


PROFES¬ 
SIONAL 
31  41 

-4 - 4 


16 

4.3 


21 


I 
I 

52  1 

I 

27  1 

I 

- - 4 

38  1 

I 

- - - .4 

138 

37.2 


number  CF  MISSING  OBSERVATIONS 


27 


ROW 

TOTAL 


135 

36.4 

138 

37.2 

44 

11.9 

54 

14.6 

371 

100.0 


K'55 


Table  56 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
“DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  -  PRIOR  TO 
THE  TEST  PERIOD,  IF  UNFAMILIAR  WITH  A  PATIENT,  I  MOST 
OFTEN  DETERMINED  CURRENT  MEDICATION(S)  BY  .  . 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT 

I 

IPROFES- 

ROW 

ISIONAI 

total 

1 

AI 

D6  - 

-4- 

•4 

1 

1 

A7 

1 

A7 

REVIfk  ALL  DR  OR 

I 

I 

3A.6 

4- 

-4 

2 

I 

67 

1 

67 

REVIcR  lO-MED 

1 

1 

A9.3 

4- 

»»  «»»  a» 

'•4 

3 

I 

lA 

I 

14 

ASK  NIRSE 

1 

1 

10.3 

4- 

—4 

A 

1 

3 

1 

8 

OTHER 

I 

1 

5.9 

4- 

--4 

COLUMN 

136 

136 

TOTAL 

100*0 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  *  262 


K-56 


Table  57 

FiTZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  nursing  RECORDS  STUDY 
“DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-^1  TEST;  DA  FORM  4256-2  TEST)  - 
DURING  THE  TEST  PERIOD,  AFTER  THE  SEPARATION  OF  ORDERS, 
IF  UNFAMILIAR  WITH  A  PATIENT.  I  MOST  OFTEN  DETERMINED 
CURRENT  MEDICATION (S)  BY  .  . 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IPROFES^  ROM 
ISIONAL  TOTAL 

1  AI 

07 

11  64  f  64 

REVlcM  ALL  OR  OR  I  I  46.0 

♦———«+ 

21  56  I  56 

REVIEW  TD-HED  I  1  40.3 

31  14  I  14 

ASK  NURSE  1  1  10.1 

4..... ...4 

4  1  5  1  5 

OTHER  1  1  3.6 

4 — ......4 

COLUMN  139  139 

TOTAL  100.0  100.0 


NUMBER  Of  MISSING  OBSERVATIONS  =  259 


K--57 


Table  58 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"DOCTOR ^S  ORDERS  MEOICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  - 
IF  WE  WENT  BACK  TO  THE  'OLD'  ORDER  SHEETS,  I  WOULD 
HAVE  NO  DIFFICULTY  IDENTIFYING  COMPLETED  SINGLE 
ACTION  ORDERS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  J 


IRNS 

PARA 

WARD 

ROW 

1 

CLERK 

TOTAL 

DB 

I 

11 

21 

31 

1 

I 

19 

I 

3 

1  4 

I 

31 

STFONtlY 

AtREc 

1 

1 

1 

1 

13.7 

♦- 

-4- 

>-4 

? 

1 

34 

1 

25 

1  7 

1 

66 

AGRFc 

I 

1 

I 

1 

29.1 

♦- 

-4- 

'-4------- 

—4 

3 

I 

56 

1 

4D 

I  3 

I 

99 

DISAGREE 

1 

I 

1 

I 

43.6 

4- 

-4- 

—4 

4 

I 

18 

1 

12 

1  1 

I 

31 

STPONtlY 

OISAGRE 

I 

I 

I 

I 

13.7 

4- 

COLUMN 

127 

85 

15 

227 

TOTAL 

55.9 

37.4 

6.6 

100.0 

NUMBER  Cf  MISSING  OBSERVATIONS  »  171 


K-58 


Table  59 

FIT2SIM0NS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
•^DOCTOR »$;  ORDERS  MEDICATION/DOCTOR '  S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  - 
IF  WE  WENT  BACK  TO  THE  'OLD'  ORDER  SHEETS,  I  WOULD  STILL 
WANT  A  COLUMN  FOR  SINGLE  ACTION  ORDERS  TO  PRECLUDE 
MY  HAVING  TO  RECOPY  THEM  ONTO  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLANS" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

I 

IRNS 

1 

I 

PARA 

11 

WARD 

CLERK 

21 

31 

RON 

TOTAL 

STRONCLV 

1 

AGREE 

I 

I 

75 

1 

I 

30 

I  B 

I 

I 

1 

>  —  A 

113 

A9.3 

AGREE 

2 

I 

I 

39 

I 

1 

A1 

I  5 

1 

1 

I 

>  ^  A 

85 

37.1 

DISAGREE 

3 

1 

1 

lA 

I 

I 

10 

I  1 

I 

I 

I 

25 

10.9 

STRONCIY 

A 

OISAGRE 

I 

I 

2 

I 

1 

2 

I  2 

1 

I 

I 

6 

2.6 

COLUMN 

TOTAL 

130 

83 

36.2 

16 

7.0 

229 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  »  169 


K-59 


Table  60 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 

I  LIKE  BEING  ABLE  TO  DOCUMENT  (WITH  EFFECTIVENESS  CODES  OR  KEY 
WORDS)  THE  PATIENT'S  RESPONSE  DIRECTLY  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLANS" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

1 

IRNS 

I 

J 

PARA 

11 

21 

ROW 

TOTAL 

El 

1 

1 

56 

1 

19 

I 

75 

STRONtLY  ACREE 

I 

I 

1 

35.0 

-4—. 

—4. 

2 

1 

59 

1 

57 

1 

115 

ACREc 

I 

I 

I 

5^.2 

4  — 

—4 

3 

1 

8 

1 

9 

1 

17 

DISAGREE 

I 

I 

1 

7.9 

4  — 

.-4.— 

—4 

A 

I 

A 

I 

2 

I 

5 

STPC^ICLY  DISAGRE 

1 

I 

1 

2.S 

COLUMN 

127 

87 

2IA 

TOTAL 

59.3 

A0.7 

100.0 

NUMBER  CF  MISSING 

OBSERVATIONS 

m 

18A 

Table  61 

flTZSTMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
MOST  OF  MY  DOCUMENTATION  IS  RECORDED  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLANS" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

1 

IPARA 

ROW 

i 

TOTAL 

1 

21 

E? 

4—  — 

«... 

-4 

1 

1 

8 

I 

8 

STRONGLY 

AGREE 

I 

1 

9.5 

2 

I 

61 

1 

51 

AGREE 

I 

1 

60.7 

'•4 

3 

1 

21 

1 

21 

DISAGREE 

1 

I 

25.0 

--4 

A 

1 

A 

I 

A 

STRONGLY 

DISAGRl: 

I 

1 

A. 8 

4—  — 

*-4 

COLUMN 

8A 

8A 

total 

100 

•  0 

100.0 

NUMBER  Vf  MISSING  OBSERVATIONS  31A 


K-61 


\ 

I 


Table  62 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
“IN  THE  PAST,  I  USED  TO  DO  MOST  OF  MY  DOCUMENTING  ON 
THE  NURSING  NOTES  (SF  510)" 

BY  TYPE  OF  PROVIDER 


I 


TYPE 


COUNT 

....... 

1 

IPARA 

1 

1 

.4....... 

21 

ROW 

TOTAL 

I 

I  3A 

1 

34 

STRDNCLY  AGREE 

I 

I 

40.0 

2 

4....... 

1  A7 

I 

47 

AGREE 

I 

1 

55.3 

3 

4~...... 

I  3 

-♦ 

1 

3 

DISAGREE 

I 

1 

3.5 

A 

1  1 

I 

1 

STRONGLY  OISAGRE 

I 

I 

1.? 

COLUMN 

4....... 

85 

-♦ 

85 

TOTAL 

100.0 

100.3 

NUMBER  LF  MISSING  OBSERVATIONS  »  313 


K-62 


i 


Table  63 

fitzsimons:army  medical  center 

CLINICAL  NURSING  RECORDS  STUDY 
"RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  TD  CARE  PLAN 
IMPROVES  MY  DOCUMENTATION  OF  PATIENT  CARE" 

BY  TYPE  OF  PROVIDER 


COUMT 

TYPE 

! 

IRNS 

I 

1 

PARA 

11 

21 

RDM 

TOTAL 

1 

I  3A 

I 

19 

1 

53 

STRONtLY  AGREE 

1 

I 

I 

25.1 

—4 

2 

I  12 

I 

52 

I 

12A 

AGREE 

1 

1 

I 

5B.S 

4 - .... 

—4 

3 

1  18 

I 

13 

1 

31 

DISAGREE 

1 

I 

1 

1A.7 

4«— — 

-4- 

—4 

A 

1  3 

1 

I 

3 

STROfIGlY  DISAGRE 

I 

I 

I 

l.A 

4....... 

-4- 

— 4 

COLUMN 

127 

BA 

211 

TOTAL 

60.2 

39. B 

103. D 

NUMBER  DE  MISSING 

OBSERVATIONS 

187 

K-63 


Table  64 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLAN  ENCOURAGES  ME  TO  WRITE  MORE 
NURSING  ORDERS  TO  DESCRIBE  NURSING  ACTIVITIES 
WITH  THE  PATIENT" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

1 

IRNS 

I 

1 

li 

ROM 

TOTAL 

1 

I 

25 

1 

25 

STPONCIY  AC-REE 

I 

I 

20.0 

2 

4 

I 

62 

--4 

I 

6? 

AGREE 

1 

I 

49.6 

3 

4- 

1 

34 

—4 

I 

34 

DISAGREE 

I 

1 

27.2 

4 

4- 

I 

4 

-4 

I 

4 

STRONCIV  OISAGRE 

I 

1 

3.2 

COLUMN 

TOTAL 

4* 

125 

100.0 

-4 

125 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  *  273 


K-64 


Table  65 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLAN  IMPROVES  COMMUNICATION 
AMONG  NURSING  PERSONNEL" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  PARA  R3W 


I 

1 

11 

21 

TOTAL 

1 

I 

27 

1 

19 

1 

A6 

STRONGLY 

AGREE 

1 

I 

I 

21.5 

4— 

-4- 

—4 

2 

1 

75 

1 

55 

1 

130 

AGREE 

I 

I 

I 

50.7 

4— 

-4- 

—4 

3 

1 

22 

I 

11 

1 

33 

DISAGREE 

1 

I 

1 

15. A 

A 

I 

A 

I 

1 

1 

5 

STRONGLY 

DISA6RE 

I 

1 

1 

2.3 

4— 

-4- 

—4 

COLUMN 

128 

85 

21A 

TOTAL 

59.8 

AO. 2 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  »  18A 


K-65 


Table  66 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
“RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLAN  IMPROVES  COMMUNICATION 
BETWEEN  NURSES  AND  OTHER  HEALTH  CARE  PROVIDERS" 

BY  TYPE  OF  PROVIDER 


E7 

COUNT 

TYPE 

I 

IRNS 

I 

1 

PARA 

11 

21 

ROM 

TOTAL 

1 

I 

18 

1 

19 

1 

37 

STRONCIY 

AGREE 

1 

I 

1 

17. A 

2 

1 

66 

I 

AB 

1 

llA 

AGRFc 

1 

I 

1 

53.5 

4 

3 

I 

39 

1 

17 

1 

56 

DISAGREE 

I 

I 

1 

26. 3 

+ 

— ♦ 

A 

1 

5 

I 

1 

1 

6 

STRONCIY 

DISAGRE 

1 

1 

I 

2.B 

•f 

COLUMN 

128 

85 

213 

TOTAL 

60.1 

39.9 

IDD.O 

NUMBER  CF  MISSING  OBSERVATIONS  *  185 


K-66 


Table  67 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  TD  CARE  PLAN  HAS 
DECREASED  FRAGMENTED  DOCUMENTATION  IN  THE  RECORD" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IRNS  PARA  ROW 

1  TOTAL 


E8 

1 

11 

21 

A 

1 

I 

24 

I 

17 

1 

41 

STRONCLY 

AGREE 

1 

1 

1 

19. A 

♦- 

►•4“ 

—4 

2 

I 

75 

1 

49 

I 

124 

AGREE 

1 

1 

1 

5B.B 

4- 

-4- 

■•«4 

3 

I 

27 

I 

15 

1 

42 

DISACREE 

I 

1 

I 

19.9 

4- 

.-4- 

►-4 

4 

1 

2 

I 

2 

1 

4 

STRONGLY 

OISAGRE 

1 

I 

I 

1.9 

4- 

'-4- 

—4 

COLUMN 

128 

83 

211 

TOTAL 

60.7 

39.3 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  *  187 


K-67 


Table  68 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  TO  CARE  PLAN 
ALLOWS  ME  TO  GIVE  A  MORE  THOROUGH  REPORT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT 

1 

IRNS 

ROW 

I 

TOTAL 

1 

11 

E9 

-4 

1 

1 

25  I 

25 

STRONGLY 

AGREE 

1 

1 

20.0 

4 

2 

1 

TO  I 

70 

AGRFc 

1 

I 

56.0 

4 

3 

I 

28  1 

2B 

DISAiRFE 

1 

I 

22. A 

4 

A 

I 

2  I 

2 

STRCNtlY 

OISAGRE 

1 

I 

1.6 

4 

COLUMN 

125 

125 

TOTAL 

100.0 

100. 0 

NUMBER  CF  MISSING  OBSERVATIONS  *  273 


!<-68 


Table  69 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  TD  CARE  PLAN 
GIVES  ME  A  BETTER  'PICTURE'  OF  WHAT  HAPPENED  TO 
THE  PATIENT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  PARA  RON 


ElO 

1 

1 

11 

21 

TOTAL 

1 

I 

25 

I 

2D  1 

A5 

STRONCIY 

AGREE 

I 

I 

I 

20»9 

2 

I 

76 

I 

51  I 

127 

AfRFc 

I 

I 

1 

59.1 

+— 

3 

1 

26 

I 

13  I 

39 

DISAGREE 

I 

1 

1 

IB.l 

-4  — 

A 

1 

2 

1 

2  1 

A 

STRONCLY 

01SA6RE 

I 

1 

I 

1.9 

4— 

COLUMN 

129 

B6 

215 

TOTAL 

60.0 

A0«0 

IDO.O 

NUMBER  CF 

MISSING 

OBSERVATIONS 

'  183 

K-69 


I  Table  70 

I  FITZSIMONS  ARMY  MEDICAL  CENTER 

I  CLINICAL  NURSING  RECORDS  STUDY 

I  “I  DID  NOT  DOCUMENT  PATIENT  RESPONSES  ON  THE  THERAPUETIC 

I 

I  DOCUMENTATION  CARE  PLANS" 

i 

I  BY  TYPE  OF  PROVIDER 

I 

> 

i 

\ 

i 


TYPE 

COUMT  1 

IRNS  PARA  ROW 


Ell 

1 

1 

11 

21 

TOTAL 

•T»* 

1 

I 

2 

1 

1 

1 

3 

STPCNtLY 

AGREE 

I 

I 

1 

1.5 

♦- 

—* 

2 

1 

22 

I 

25 

I 

A7 

AGREc 

I 

1 

1 

23.0 

♦- 

—4 

3 

1 

75 

1 

AS 

1 

121 

DISAGREE 

I 

1 

I 

59.3 

4- 

--4 

A 

1 

2A 

1 

9 

1 

33 

5TP0^<GLY 

DISAGRE 

1 

I 

1 

16.2 

4- 

—4 

COLUMN 

123 

B1 

20A 

TOTAL 

60.3 

39.7 

100.0 

NUMBFR  (F 

MISSING 

OBSERVATIONS 

19A 

1 

1 


K-70 


Table  71 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"I  HAD  MINIMAL  DIFFICULTY  RECORDING  THE  PATIENT'S 
RESPONSES  ON  THE  THERAPEUTIC  DOCUMENTATION 
CARE  PLAN" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRKS  PARA  RON 


E12 

1 

1 

11 

21 

TOTAL 

m.  mmm  mm 

1 

1 

23 

I 

9 

1 

32 

STRONGLY 

AGREE 

I 

I 

1 

15.5 

4- 

-4- 

'-4 

2 

1 

69 

I 

56 

1 

125 

ACRFc 

1 

I 

1 

69.A 

4- 

-4- 

—4 

3 

1 

29 

1 

16 

1 

A5 

DISAGREE 

1 

1 

1 

21.7 

4- 

—4 

A 

1 

3 

I 

2 

I 

5 

STRONGLY 

OISAGRE 

1 

1 

1 

2.A 

4- 

.-4- 

—4 

COLUMN 

12A 

83 

207 

TOTAL 

59.9 

AO.l 

100.0 

NUMBER  tF  MISSING  OBSERVATIONS  »  191 


K-71 


Table  72 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 

"THE  EXPANDED  USE  OF  THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN 
(BEING  ABLE  TO  DOCUMENT  RESPONSES)  IS  A  CONCEPT  WHICH  SHOULD 
BE  AVAILABLE  TO  ALL  NURSING  PERSONNEL  WORLDWIDE" 

BY  TYPE  OF  PROVIDER 


E13 

COUNT 

TYPE 

1 

IRNS 

1 

1 

PARA 

11 

21 

ROM 

TOTAL 

1 

I 

A9 

1 

25 

1 

7A 

SIRCNILY 

AGREE 

1 

I 

1 

35.7 

♦ 

2 

I 

58 

I 

A8 

1 

106 

ACRFc 

I 

I 

I 

51.2 

♦ 

3 

I 

16 

1 

3 

I 

?A 

D15ACRFE 

I 

1 

1 

11.6 

■1 

A 

I 

2 

I 

1 

I 

3 

STPCNtl Y 

OISAGRE 

I 

I 

1 

l.A 

♦ 

•  ^4 

COLUMN 

125 

82 

207 

TOTAL 

60. A 

39.6 

100.0 

NUMPFR  (f  MISSING  OBSERVATIONS  «  191 


K-72 


Table  73 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"THE  'FOLDER'  TYPE  FORMAT  OF  THE  THERAPEUTIC  DOCUMENTATION 
CARE  PLANS  IS  AN  IMPROVEMENT" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

I 

IRNS 

1 

1 

PARA 

11 

WARD 

CLERK 

21 

31 

ROW 

TOTAL 

clA 

'  — TT 

1 

I 

48 

I 

3D 

I 

8 

I 

86 

STRONGLY  AGREE 

I 

I 

1 

1 

37.1 

4- 

-4- 

'“4 

2 

I 

34 

I 

45 

1 

b 

I 

105 

AGREE 

1 

I 

I 

I 

45.3 

4- 

-4- 

••4 

3 

I 

20 

1 

a 

1 

I 

28 

DISAGREE 

I 

I 

I 

I 

12.1 

4- 

--4- 

..f  — 

A 

I 

7 

1 

4 

1 

2 

I 

13 

STRONGLY  OISAGRE 

I 

1 

1 

I 

5.6 

4- 

►-4 

COLUMN 

129 

87 

16 

232 

total 

55.6 

37.5 

5.9 

100. D 

NUMBER  OF  MISSING  OBSERVATIONS 


166 


Table  74 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"THE  'FOLDER'  TYPE  FORMAT  OF  THE  THERAPEUTIC  DOCUMENTATION 
CARE  PLANS  SHOULD  BE  KEPT  EVEN  IF  IT  CANNOT  BE 
OVERPRINTED  WITH  ORDERS" 

BY  TYPE  OF  PROVIDER 


TYPE 


COIJMT 


IRNS 

1 

I 

PARA 

11 

RARD 

CLERK 

21 

31 

ROW 

TOTAL 

El  5  . 

1 

STRONGLY  AGREE 

1 

I 

35 

I 

1 

24 

1 

1 

4 

I 

1 

63 

27.5 

2 

ACREc 

I 

1 

55 

1 

I 

45 

1 

1 

7 

1 

I 

107 

46.7 

3 

DlSAfFEE 

T* 

I 

I 

26 

I 

1 

15 

1 

1 

3 

1 

I 

44 

19.2 

4 

STPONllY  OISAGRE 

I 

I 

11 

I 

I 

3 

I 

I 

1 

I 

1 

15 

6.6 

COLUMN 

TOTAL 

127 

55.5 

87 
38. D 

15 

6.6 

229 

100.0 

NUMBEF  IF  MISSING  OBSERVATIONS  *  169 


K-74 


Table  75 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"THE  'FOLDER'  TYPE  FORMAT  OF  THE  THERAPEUTIC  DOCUMENTATION 
CARE  PLANS  SHOULD  HAVE  THE  PATIENT  IDENTIFICATION 
BLOCK  PRINTED  ON  ALL  PAGES" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

I 

IRNS 

PARA 

NARO 

ROW 

1 

CLERK 

TOTAL 

E16 

1 

11 

21 

31 

1 

I 

32  I 

32 

I  3 

1 

67 

STRONGLY 

AGREE 

I 

I 

1 

I 

29.1 

2 

I 

A7  1 

31 

1  2 

1 

80 

AGREE 

1 

1 

1 

1 

34.3 

3 

1 

A5  I 

20 

1  7 

1 

72 

DlSAfcREE 

I 

1 

I 

I 

31.3 

A 

i 

5  1 

4 

1  2 

I 

11 

STRONGLY 

OISAGRE 

I 

1 

1 

I 

4.B 

COLUMN 

129 

87 

14 

230 

TOTAL 

5b.  1 

37. B 

f>  •  1 

100.0 

NUMBER  CF 

MISSING 

OBSERVATIONS 

r 

168 

K-75 


Table  76 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"I  LIKE  THE  STURDIER  PAPER  ON  WHICH  THE  FORMS  ARE  PRINTED" 

BY  TYPE  OF  PROVIDER 


TYPE 

1 

COUNT 

I 

V 

IRNS 

PARA 

WARD 

ROW 

5 

1 

CLERK 

TOTAL 

I 

11 

21 

31 

i 

E17 

•4> 

1 

I 

70 

1 

33 

1  b 

I 

U3 

STRCNCIY 

ACRES 

I 

1 

1 

I 

A8.9 

•-4 

-4 

2 

! 

56 

I 

A4 

1  9 

1 

109 

AGRFc 

1 

I 

1 

1 

A7.2 

4.... 

--4 

•»4 

3 

1 

3 

1 

2 

1 

I 

5 

CISAtFfE 

I 

1 

1 

1 

2.2 

4  —  — 

>-4 

•-4 - 

--4 

A 

1 

2 

I 

1 

1  1 

I 

4 

STRONtlY 

OISAGRE 

1 

I 

1 

1 

1.7 

... 

—4 

>.4....... 

•-4 

COLUMN 

131 

85 

15 

231 

TOTAL 

56 

.7 

36*8 

6.5 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  »  167 


i(-76 


Table  77 

fitzsTmons  army  medical  center 

CLINICAL  NURSING  RECORDS  STUDY 
"HAVING  SEPARATE  PAGES  FOR  RECURRING,  DELAYED,  OR  PRN  ACTION 
ORDERS  IS  HELPFUL  TO  ME" 

BY  TYPE  OF  PROVIDER 


C_1_A 

COUNT 

TYPE 

1 

IRNS 

1 

1 

PARA 

11 

WARD 

CLERK 

21 

31 

ROW 

TOTAL 

c  1  c 

1 

1 

56 

I 

30 

1  A 

I 

90 

STRONGLY 

AGREE 

I 

I 

1 

1 

AO. A 

4« 

-4- 

•-4 

2 

I 

56 

I 

A6 

I  10 

I 

112 

AGREE 

1 

I 

I 

I 

50.2 

4 

-4- 

►-4 

3 

I 

10 

I 

A 

1 

I 

lA 

DISAGREE 

1 

1 

I 

I 

6.3 

4 

-4- 

'-4 

A 

I 

3 

1 

3 

1  1 

I 

7 

STRONGLY 

DISAGRE 

I 

I 

1 

I 

3.1 

4 

-4- 

--4 

COLUMN 

125 

83 

15 

223 

TOTAL 

56.1 

37.2 

6.7 

100.0 

NUMBER  CF  MISSIMG  OBSERVATIONS  »  175 


i<-77 


Table  78 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
“TO  MY  KNOWLEDGE,  THERE  WERE  NO  TREATMENT  OR  MEDICATION 
ERRORS  COMMITTED  ON  MY  NURSING  UNIT  WHICH  COULD 
BE  BLAMED  ON  THE  NEW  FORMAT  OF  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLANS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  PARA  ROW 

I  TOTAL 


I 

11 

21 

El  9 

1 

1 

33 

1 

25 

1 

59 

stroncly  agree 

1 

1 

I 

28.0 

+  - 

—  4 

2 

1 

50 

1 

38 

1 

83 

ACREc 

1 

1 

1 

42.5 

■»- 

..4  — 

3 

1 

30 

1 

16 

1 

46 

DISAGFEE 

1 

1 

1 

22.2 

4- 

—  4 

4 

1 

12 

I 

3 

I 

15 

STRfNtlY  OISAGRE 

1 

I 

1 

7.2 

4- 

.-.4.-. 

— 4 

COLUMN 

125 

82 

207 

TOTAL 

60*4 

39.6 

100.0 

NUMBER  fF  MISSING 

OBSERVATIONS 

s 

191 

K7S 


Table  79 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"I  WOULD  PREFER  TO  HAVE  THE  THERAPEUTIC  DOCUMENTATION  CARE 
PLANS  IN  A  SINGLE  SHEET  FORMAT  (LIKE  THE  'OLD'  TDs) 
EVEN  KNOWING  THAT  I  WOULD  HAVE  LESS  ROOM  FOR 
DOCUMENTATION" 

BY  TYPE  OF  PROVIDER 


e  9  A 

tOUMT 

TYPE 

1 

IRNS 

1 

1 

PARA 

11 

WARD 

CLERK 

21 

31 

ROW 

TOTAL 

C  c  u 

STRONCLY 

1 

AGREE 

1  11 

1 

I 

I 

4 

1 

1 

1 

I 

.  ^  JL 

15 

6.7 

AGREc 

2 

I  21 

1 

1 

I 

14 

I  2 

1 

I 

I 

37 

16.6 

DISAGREE 

3 

1  63 

I 

1 

I 

48 

I  10 

1 

I 

1 

>  ^  A 

121 

54.3 

STRONCLY 

A 

DISAGRE 

1  31 

1 

I 

1 

17 

I  ? 

I 

I 

I 

^  ^  A 

53 

22.4 

COLUMN 

TOTAL 

126 

56.5 

83 

37.2 

14 

6.3 

223 

100.0 

NUMBER  Cf 

MISSING 

OBSERVATIONS 

S 

175 

K-79 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"IF  A  SINGLE  SHEET  FORMAT  WERE  TO  BE  USED,  I  WOULD  PREFER 
A  MEDIUM  WEIGHT  PAPER  (LESS  BULKY  THAN  THE 
TESTED  PAPER)" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 


IRNS  PARA  KARO 

!  CLERK 


EZl 

1 

11 

21 

31 

STRPWCI  V 

1 

AGREE 

I 

I 

4- 

5 

I 

1 

5 

I 

1 

—4 

I 

I 

agree 

2 

I 

1 

4- 

26 

I 

1 

21 

1 

1 

4 

'•4 

1 

1 

DISAGREE 

3 

1 

1 

4« 

74 

I 

1 

47 

I 

1 

10 

'-4 

I 

I 

STRPWCl  y 

A 

OISA6RE 

I 

I 

4  — 

21 

I 

I 

ID 

1 

I 

-4 

I 

I 

COLUMN 

TOTAL 

126 

56.5 

83 

37.2 

•T  •• 

14 

6.3 

-4 

ROW 

TOTAL 


ID 
A. 5 

5i 

2P.9 

131 

58.7 

31 

13.9 

223 

lOO.D 


HUHBBP  if  MISSIMG  CBSERVATIDNS  * 


175 


Table  81 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"ALL  MEDICATION  AND  NONMEDICATION  FORMS  SHOULD 
REMAIN  COLOR  CODED" 

BY  TYPE  OF  PROVIDER 


TYPE 


E?2 

COUNT 

1 

IRNS 

1 

I 

PARA 

11 

WARD 

CLERK 

21 

31 

ROW 

TOTAL 

1 

1 

8*> 

1 

A1 

I  9 

1 

1?5 

STRONCLY 

AGREE 

I 

1 

1 

1 

58.7 

*•4 

2 

1 

A1 

I 

A2 

I  7 

1 

90 

AGREE 

I 

1 

1 

I 

39.1 

4- 

>-4 

’•*•4 

3 

1 

3 

I 

1 

1 

1 

A 

DISAGREE 

I 

1 

1 

1 

1.7 

4* 

>-4 

»  ^  w  »  »  a 

'»4 

4 

1 

1 

1 

I 

1 

1 

STRONGLY 

DISAGRE 

I 

I 

I 

I 

.A 

4< 

—4 

■>-4 

COLUMN 

130 

8A 

16 

23D 

TCTAL 

56.5 

36.5 

7.D 

100. D 

NUMBER  CF  MISSING  OBSERVATIONS 


168 


i. 


Table  82 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
“YELLOW  HIGHLIGHTER  USE  SHOULD  BE  REINSTATED  TO 
DISCONTINUE  ORDERS" 

BY  TYPE  OF  PROVIDER 


TYPE 

(OUMT  I 


3  - 

IRNS 

i 

J 

11 

PARA 

WARD 

CLERK 

21 

31 

ROW 

TOTAL 

1 

J 

6A 

1 

A2 

I  6 

1 

11? 

STRONCLY  AGREE 

1 

4« 

1 

1 

I 

AB.9 

2 

I 

32 

I 

27 

1  5 

I 

6A 

AGREE 

I 

4* 

1 

•.4. 

I 

1 

27.9 

3 

I 

23 

1 

11 

I  2 

I 

36 

DISAGREE 

I 

1 

I 

1 

15.7 

4 

1 

11 

I 

A 

1  ? 

I 

1  7 

STRONILY  OISAGRE 

I 

4^ 

1 

«^4« 

1 

I 

7. A 

COLUMN 

130 

BA 

15 

229 

TOTAL 

56.8 

36.7 

6*6 

100.3 

NUMBER  IF  MISSING  OBSERVATIONS  »  J69 


K-!)2 


Table  83 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
“THE  INTEGRATED  PROGRESS  NOTE  IMPROVES  COMMUNICATIONS 
CONCERNING  THE  PATIENT  AMONG  ALL  HEALTH  CARE 
PROVIDERS" 

BY  TYPE  OF  PROVIDER 


COUMT 

TYPE 

I 

IRNS 

I 

1 

PARA 

11 

PROFES¬ 

SIONAL 

21 

41 

>4 

ROW 

total 

FI  - 

1 

STRCNCIY  AGREE 

1 

I 

61 

I 

1 

3A 

1 

1 

46 

I 

I 

•4 

141 

38.6 

2 

AGRFc 

I 

1 

57 

1*4** 

I 

1 

44 

1 

1 

62 

I 

1 

.•4 

163 

44.9 

3 

DISAGREE 

4~~ 

I 

I 

10 

I 

1 

6 

1 

I 

A  ■» 

25 

1 

I 

41 

11.3 

A 

STPONtlY  DISAGRE 

4— 

1 

I 

3 

1 

1 

1 

1 

* 

15 

I 

1 

>— 4 

IB 

5.0 

COLUMN 

TOTAL 

131 

36.1 

S4 

23.1 

)4B 

4D.8 

363 

100.0 

NUMBER  OF  MISSING 

OBSERVATIONS 

r 

35 

Table  84 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
“THE  INTEGRATED  PROGRESS  NOTE  HAS  ENCOURAGED  ME  TO  BE 
MORE  THOROUGH  IN  DOCUMENTATION" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

I 

IRNS 

1 

1 

PARA 

11 

21 

ROW 

TOTAL 

F2  - - — 

1 

I 

43 

1 

22 

I 

65 

STPCNCLY  AGREE 

1 

I 

I 

30.5 

♦- 

-4  — 

2 

I 

47 

1 

kb 

I 

93 

AGRFc 

1 

I 

I 

43.7 

4- 

--4 

3 

I 

33 

1 

11 

1 

50 

OISAGFEE 

I 

I 

I 

23.5 

4- 

r  »  w  «»  W 

--4 

4 

I 

5 

1 

1 

5 

SiRPffCLY  OISAGRE 

1 

I 

1 

2.3 

4- 

—4 

COLUMN 

128 

85 

213 

TOTAL 

60.1 

39.9 

100.0 

NUMBER  LF  MISSING 

OBSERVATIONS 

C 

185 

K-84 


Table  85 

KITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  HAS  ENCOURAGED  ME  TO  BE 
MORE  CONCISE  IN  DOCUMENTATION" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 


IRNS  PARA  ROM 

I  T3TAL 

I  II  21 

- - 4,.....-.4 


F3  - 

•4— 

-4 

1 

1 

4A 

I 

20 

1 

6A 

STROi^tLY  AGREE 

1 

1 

1 

30.0 

4— 

-4- 

2 

1 

70 

1 

56 

1 

126 

AGREE 

I 

I 

1 

59.2 

4— 

-4- 

-4 

3 

1 

11 

I 

9 

I 

20 

DISAGREE 

1 

I 

1 

9. A 

4- 

-4» 

-4 

A 

1 

3 

1 

1 

3 

STRPNtlY  OISAGRE 

I 

I 

1 

l.A 

4- 

-4- 

-4 

COLUMN 

128 

85 

213 

total 

60.1 

39.9 

100.0 

NUMEEP  If  MISSIMG  OBSERVATIDMS  «  185 


K-85 


Table  86 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  LESSENS  FRAGMENTING  OF 
INFORMATION  IN  THE  PATIENT  RECORD" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUM7  I 


IRNS 

1 

1 

11 

PARA 

PR3FE5- 

SIDSAl 

21  4 

1 

1 

52 

I 

21 

1  4? 

STPDNtLY  AGREE 

I 

I 

I 

2 

1 

66 

1 

53 

1  58 

AGREE 

1 

1 

I 

3 

1 

11 

I 

9 

I  3? 

DISAGREE 

1 

4~ 

I 

4 

1 

2 

1 

1 

1  15 

STRONCIV  DISAGRE 

I 

4- 

I 

1 

COLUMN 

131 

84 

147 

TOTAL 

36.2 

23.2 

40.6 

ROW 

TOTAL 


)]5 

31.8 

177 

48.9 

5? 

14.4 

IS 

5.0 


36? 

100.9 


NIMBER  CF  '1I5SIMG  OBSERVATIONS  * 


K-Q6 


Table  87 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  LESSENS  THE  AMOUNT  OF 
INFORMATION  EVERYONE  MUST  DOCUMENT" 

BY  TYPE  OF  PROVIDER 


TYPE 


V  1 

IRNS 

PARA 

PRDFES- 

ROW 

1 

S13NAL 

TOTAL 

1 

11 

21 

41 

F5  - 

1 

1 

A9 

1 

24 

I 

19  I 

92 

STRONGLY  AGREE 

I 

1 

1 

1 

25.4 

4-- 

..4.— 

2 

I 

59 

1 

41 

1 

39  1 

139 

AGREE 

1 

1 

1 

1 

38.4 

4-- 

—4— 

—4— 

3 

1 

17 

1 

17 

I 

6S  I 

102 

DISAGREE 

I 

I 

1 

1 

28.2 

4-- 

»  « <■»« 

'■-4*' 

A 

1 

5 

I 

2 

1 

22  I 

29 

STRONGl  Y  OISAGRE 

I 

1 

1 

I 

8.0 

4  —  - 

.-4- 

COLUMN 

130 

84 

146 

362 

T(-TAL  35  *9 

23.2 

40*9 

100.0 

NUMBER  Cr  MISSING 

OBSERVATIONS 

S 

36 

K-87 


Table  88 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  ENCOURAGES  ME  TO 
READ  NARRATIVE  NURSING  NOTES  MORE  THAN  I 
DID  IN  THE  PAST" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IPROFES-  ROW 
ISIONAL  TOTAL 
1  AI 

Ft  - ♦ - ♦ 

II  30  1  30 

STRONCLY  AGREE  1  1  Z0.3 

21  67  I  67 

AGREE  1  1  45.3 

+ - ♦ 

31  32  1  32 

DISAGREE  1  I  21.6 

•f - ♦ 

41  19  I  19 

STRONGLY  DI5AGRE  I  I  12.8 

4 - 4 

COLUMN  148  148 

TOTAL  100.0  100.0 

NUMBER  LF  MISSING  OBSERVATIONS  =  250 


K>88 


Table  89 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  MAKES  IT  EASIER 
DETERMINE  WHAT  IS  HAPPENING  WITH  MY  PATIENT" 
BY  TYPE  OF  PROVIDER 


F7 

COUNT 

TYPE 

1 

IPROFES- 

ISIONAL 

1  A1 

.4.. 

RON 

TOTAL 

1 

I  27  I 

27 

STRONGLY 

AGREE 

I  1 

IB.O 

2 

I  70  1 

70 

AGREc 

I  1 

A6.7 

3 

1  32  1 

32 

DISAGREE 

I  1 

21.3 

A 

4— - ..4 

I  21  I 

21 

STPONCLY 

OISAGRE 

I  I 

lA.O 

COLUMN 

4 - ..^.4 

150 

150 

TOTAL 

100.0 

100.0 

NUMBER  If  MISSING  OBSERVATIONS 


2A8 


<-39 


Table  90 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 

"THE  INTEGRATED  PROGRESS  NOTE  HAS  SAVED  ME  TIME  IN  DOCUMENTING 
(I  FEEL  I  DON'T  NEED  TO  REPEAT  INFORMATION  PREVIOUSLY 
DOCUMENTED  BY  ANOTHER  HEALTH  CARE  PROVIDER  BECAUSE 
IT'S  ALL  IN  THE  SAME  PLACE)" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

1 

IRNS 

1 

1 

11 
^  A . 

PARA 

2! 

A 

ROW 

TOTAL 

STPDNCIY 

1 

ACREE 

1 

1 

66 

1 

I 

32 

1 

I 

99 

46.7 

ACREc 

2 

1 

1 

50 

1 

1 

37 

I 

I 

87 

41.4 

D15A£FEE 

3 

1 

1 

6 

I 

1 

11 

I 

I 

19 

9.0 

STRONCLY 

A 

OISAGRE 

1 

1 

A 

I 

1 

2 

1 

1 

6 

2.9 

COLUMN 

TOTAL 

128 
61  .0 

82 

39.0 

210 

100.0 

NUMBER  If  MISS1M6  OBSERVATIONS  *  188 


l<-90 


Table  91 

FITZSIMONS  ARMY  MEDICAL  CENTER 


CLINICAL  NURSING  RECORDS  STUDY 
“THE  INTEGRATED  PROGRESS  NOTE  ENCOURAGES  ME  TO  READ  OTHER 
CARE  PROVIDERS'  NOTES" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IRNS  PARA  ROH 


F9 

I 

I 

11 

21 

TDTAL 

1 

I 

68 

I 

27 

1 

95 

STRONGLY 

AGREE 

I 

I 

1 

43*A 

4— 

-4  — 

—4 

2 

1 

58 

1 

A9 

I 

107 

AGREE 

1 

I 

I 

48.9 

4-« 

3 

1 

6 

I 

8 

1 

14 

DISAGREE 

I 

1 

I 

6.4 

4  — 

-4  — 

--4 

A 

1 

2 

I 

1 

I 

3 

STRONGLY 

OISAGRE 

1 

1 

I 

1.4 

4  — 

..... 

—4 

COLUMN 

13A 

85 

219 

TOTAL 

61 .2 

38.8 

190.0 

NUMBER  CF 

MISSING 

OBSERVATIONS 

r 

179 

FITZSIMONS  ARMY  MEDICAL  CENTER 


CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  SHOULD  BE  USED  AT  ALL 
ARMY  HOSPITALS" 

BY  TYPE  OF  PROVIDER 


TYPE 

CDUMT  1 

IRKS  PARA  PR3FES*  ROW 

I  SIJMAL  TOTAL 


FIO  - 

-4 

1 

I 

?9 

I 

32 

1 

37 

I 

lAB 

STRCiNllY  AGREE 

I 

1 

I 

I 

A1.5 

4— 

-4- 

-4-' 

-4 

2 

I 

A3 

I 

A5 

I 

55 

I 

1A3 

AGREE 

I 

1 

I 

I 

AO.l 

4— 

•"f 

-4«* 

3 

1 

7 

I 

5 

1 

25 

I 

37 

DISAiFEE 

I 

1 

I 

1 

10. A 

4- 

-4- 

-4 

A 

I 

1 

I 

1 

I 

27 

I 

29 

STRONtlY  DISAGRE 

I 

1 

1 

I 

1 

4* 

-4- 

•4- 

•4 

COLUMN 

130 

B3 

lAA 

357 

TOTAL 

36. A 

23.2 

A3.3 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  *  A1 


r 


Table  93 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
“I  HAD  LITTLE  DIFFICULTY  IDENTIFYING  WHO  WROTE  PREVIOUS 
NARRATIVE  NOTATIONS" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

I 

IPROFES- 

ROW 

ISIONAL 

TOTAL 

1 

AI 

Fll 

1 

1 

19 

1 

19 

STRONCLY 

AGREE 

I 

1 

130 

4« 

-4 

2 

I 

85 

I 

85 

ACREc 

I 

I 

58.2 

4- 

•4 

3 

1 

32 

I 

32 

DISAGREE 

I 

1 

21.9 

4- 

►•4 

A 

I 

10 

I 

10 

STRONGLY 

0ISA6RE 

1 

1 

6.8 

1 

( 

4 

•-4 

1 

» 

COLUMN 

1A6 

1A6 

1 

TOTAL 

lOD.O 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  =  252 


K--93 


Table  94 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
“I  HAD  NO  DIFFICULTY  DISTINGUISHING  NURSING  NOTATIONS  FROM 
THOSE  OF  OTHER  DISCIPLINES" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 


IRNS 

PARA 

PR3FES- 

ROW 

1 

513NAL 

TOTAL 

F12 

I 

11 

21 

41 

1 

I 

56 

I 

21 

1 

23 

I 

105 

STRONCl  Y 

AGREE 

I 

I 

1 

1 

29.1 

♦  * 

—4 

--4 

-4 

2 

1 

64 

I 

53 

1 

91 

1 

208 

AGREE 

1 

1 

I 

1 

57.5 

4- 

‘-4 

>-4 

-4 

3 

I 

9 

1 

9 

1 

21 

I 

39 

DISAcFEE 

I 

1 

1 

1 

10.8 

4* 

-4 

•-4 

-4 

4 

I 

3 

I 

2 

1 

4 

I 

9 

STRPNCLY 

OISAGRE 

I 

I 

1 

I 

2.5 

4- 

'•4 

•-4 

-4 

COLUMN 

132 

85 

144 

361 

TOTAL 

36.6 

23.5 

39.9 

100. D 

NUMBER  tf  MISSING  OBSERVATIONS  »  37 


K-94 


Table  95 

FITZSIMONS  mkMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"I  HAD  LITTLE  DIFFICULTY  LOCATING  MY  PREVIOUS  NARRATIVE 

NOTATIONS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUriT  I 

IPR0FE5- 
IPIQWAL  ROW 


I  >+ 

I 

TOTAL 

i 

I  S6 

T 

I 

36 

STROi'iGLY  AGREE 

I 

I 

2S.0 

jL 

I  82 

T 

•Iv 

.w 

AGREE 

I 

I 

56.9 

n 

+ - 

I  l8 

-+ 

I 

iS 

l".  IS  AGREE 

I 

I 

12.5 

4- 

•f— - 

I  S 

"+ 

I 

8 

STRONGLY  tlSAGRE 

I 

I 

5.6 

COLUMr-4 

•f - 

iM-H- 

— *f 

i4->+ 

TOTAL. 

i00*0 

100. 0 

riUKBEP  OF  MISSING  OBSERVATIONS:  2S'i 


K-95 


1 


Table  96 

FITZSINONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"PHYSICIANS  ON  MY  NURSING  UNIT  SEEMED  TO  LIKE  HAVING 
NARRATIVE  NURSING  COMMENTS  INTEGRATED  WITH 
OTHER  PATIENT  CARE  DOCUMENTATION" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

mm  FAR  A 
I  ROW 


I  j.  I  2  1  TOTAL. 

.1 _ _  _  _ i  .  : 


i 

1 

I 

T 

a. 

.t.  X. 

1 

I 

33 

STRO!.!GLY  AGREE 

I 

I 

I 

....X 

16/.  8 

T  • 

I 

70 

f  —  — 

I 

i-H 

•'•T 

I 

ilH- 

AGREE 

I 

I 

I 

ES*2 

n 

I 

t 

I 

14> 

-'T 

I 

a**:* 

1 

riSAGREE 

T 

I 

I 

I 

21 /.M- 

H- 

— 

1 

I 

u. 

1 

1 

I 

5 

f 

I 

my 

/ 

STRONGLV  DTSAGRE 

I 

I 

I 

..j. 

Jf  * 

«  t  I 

COLUMN  x2i  7E  i96 

T 0"' Al.  6  j.  i  7  Oi; «  3  i  00  ^  0 


wui;;:;EF.  of  missing  observatighs 


K-96 


I'-*  iS 


Table  97 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"OTHER  HEALTH  CARE  PROVIDERS  (e.g.,  PHYSICAL  THERAPIST, 
DIETITIAN,  SOCIAL  WORKER)  SEEMED  TO  LIKE  HAVING 
NARRATIVE  NURSING  COMMENTS  INTEGRATED  WITH 
OTHER  PATIENT  CARE  DOCUMENTATION" 

BY  TYPE  OF  PROVIDER 


TYPE 

iIOUHT  I 

IRNS 

farm 

I 

ROW 

I  i 

I  £  I  TOTAL 

.  ^  ^ 

CT 

1 

I 

16 

-+~- ■ 
I 

IS 

~+ 

I 

31+ 

AGREE 

I 

,Lmm. 

I 

..J,., _ 

I 

■ _ L 

17*7 

T— 

I 

88 

T^-“ 

I 

Si 

I 

139 

AGREE 

I 

I 

T 

72.  H 

A _ 

T— 

•T*“ 

» 

3 

I 

ii 

I 

!? 

I 

16 

DISAGREE 

I 

I 

I 

8*3 

9 

_  — —  — — 

• 

— X 

H 

1 

j. 

I 

x 

I 

•n 

.3 

£7  ROi’-iuLY 

C ISAGRE 

I 

1 

I 

_ I. 

1*6 

COLUMh! 

1 

116 

76 

"•T* 

192 

TOTAL. 

60  A  *+ 

3  "  -.6 

100*0 

MUHuER  OF  MI5SXl--:6  0B5ERVATI0M5 :  20r 


K>97 


I 


J 

} 

Table  9i' 

FITZSINONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
‘‘ALTHOUGH  THE  GUIDELINES  READ  THAT  ALL  NURSING  PERSONNEL 
HERE  AUTHORIZED  TO  CHART  ON  THE  PROGRESS  NOTES,  THERE 
WERE  SOME  EXCEPTIONS  TO  THIS  POLICY  ON  MY 
NURSING  UNIT** 

BY  TYPE  OF  PROVIDER 


type 

COUNT  I 

Tr 

PAP.  A 

I 

ROW 

I  i 

_  A,  _ 

I  21  TOTAL 

_ 1  .  t 

i 

“H - 

I  B 

( 

I 

1 

—x 

t 

I 

6 

P.ONQL’:'  AOREE 

I 

I 

I 

£.9 

I  22 

1 

I 

i;i 

t 

I 

4-3 

AGREE 

I 

. . . 

I 

I 

1 

£i*i 

I  66 

T 

I 

43 

•"'T 

I 

•» 

4,  w  / 

t.  .1  ijf-.vP.hit 

I 

T 

.1. 

I 

E3.4' 

■f - 

• 

— 

-+ 

u. 

t 

I  Si: 

.1 

•j4 

I 

4-6 

1  £'iRG.-iGL  Y  DISAC-RE 

I 

I 

T 

22.  B 

1 

+ - 

"**+** 

“•+ 

1  COLUMN 

i2E 

79 

20H- 

!  TOTAL 

t 

61.3 

3S,7 

iOii.O 

i 

;  ,  ’-’Uh'CEF.  or  MISSING  ! 

OBSERVATIONS 

:  194 

K-98 


.  Table  99 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
"IN  NY  OPINION,  THE  BOHON  LINE  TO  EVERYTHING  HE  HAVE 

TESTED  IS.  . 

BY  TYPE  OF  PROVIDER 


TVPE 

•lOUNT  I 
ROW  FCT  IRW5 
COL  PCT  I 
I 

1  I 


ill 

ZHPLEr'iE.NT  EKmCTL  I 


00  Ef^Ck  TO  OLD 


IMPLCMEiJT  i'l  hODl  I 


COLUMK 

TOTAL 


para  ward 

CLERh:  ROW 

I  21  51  TOTAL 

I  l3S  I  I 

I  Ei.E  I  ?L3  I 

I  H-2.E  I  67.0  I  BO.O  I 


+- 

I 

w 

•>+- 

1 

6 

I 

3 

—i 

3 

I 

2F.0 

I 

EC  *  0 

I 

2E*0 

1 

I 

1*1 

I 

2*9 

I 

.^4.. 

10*7 

+- 

.■•■MMif-ir-T  «■ 

I 

l'+7 

I 

I 

11 

I 

66*  8 

I 

2S*2 

I 

E:*0 

•r 

4. 

E6*3 

I 

80.1 

I 

3?  *3 

T*^**’**^*~*  »  * 

263 

E3.i 


I 

I 

+ 

I 

I 

I 

+ 


261 

E2-7 


206 

Hi.  6 


E..7 


12 

2.H- 


21^0 

H-'t.H- 


H-9E. 

iOO-0 


lUHBEFi  OP"  MISSING  DB5in.RV:‘-ifiwWr'-' 


Table  100 

FIT2SIM0NS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  THE  TEST  FORMS 
BY  TYPE  OF  PROVIDER 

PACE  1  CF  5 

TYPE 

COUNT  IRN  PARA  WARD  PROFES- 


ROW  PCT 

I 

CLERK 

SIOMAL 

ROW 

COL  PCT 

I 

TOTAL 

TAB  PCT 

I 

1 

I 

2 

I 

3 

I 

A 

I 

CDrMcNTS 

•  T* 

1 

1 

e 

I 

7 

I 

1 

1 

2 

I 

18 

OR  OACER  ♦CEN  SAT 

1 

AA.A 

I 

38.9 

I 

5.6 

1 

11.1 

I 

25.7 

1 

A7.1 

I 

28.0 

I 

7.1 

I 

1A.3 

I 

I 

11*A 

I 

10.0 

I 

l.A 

1 

2.9 

I 

♦  - 

of  • 

-4 

A 

1 

1 

1 

0 

I 

0 

1 

0 

I 

1 

DP  OPC-CEN-PAPERWRK 

I 

100.0 

I 

o.c 

1 

0.0 

I 

0.0 

I 

l.A 

I 

5.9 

I 

0.0 

I 

0.0 

I 

0.0 

1 

1 

l.A 

I 

0.0 

I 

0.0 

I 

0.0 

I 

^  A 

•  T* 

»  u  «  «  m 

8 

I 

C 

I 

0 

I 

2 

1 

0 

I 

2 

DR  ORC-PISC  PROBLEM 

I 

0.0 

I 

0.0 

I 

100.0 

I 

0.0 

I 

2.9 

I 

0.0 

] 

0.0 

I 

1A.3 

I 

0.0 

I 

I 

0.0 

I 

o.c 

I 

2.9 

I 

0.0 

I 

^A 

S 

I 

0 

1 

3 

I 

1 

I 

0 

I 

A 

OR  CPD  1-SHEET  PREFR 

I 

0.0 

1 

75.0 

I 

25.0 

I 

0.0 

I 

5.7 

I 

0.0 

1 

12.0 

I 

7.1 

I 

0.0 

I 

I 

0.0 

I 

A. 3 

I 

l.A 

I 

0.0 

I 

10 

I 

0 

I 

1 

I 

0 

I 

0 

I 

1 

DR  ORC  REOISN  CCHMNT 

1 

0.0 

1 

100.0 

I 

0.0 

I 

0.0 

I 

l.A 

I 

0.0 

1 

A.O 

1 

0.0 

I 

0.0 

1 

I 

0.0 

1 

l.A 

1 

0.0 

I 

0.0 

I 

11 

I 

7 

I 

3 

I 

3 

1 

A 

I 

17 

509+  CEN  SATISFACT 

I 

A1.2 

1 

17.6 

I 

17.6 

I 

23.5 

I 

24.3 

1 

A1.2 

I 

12.0 

I 

21.A 

I 

28.6 

I 

I 

10.0 

I 

A. 3 

1 

A. 3 

I 

5.7 

I 

12 

1 

0 

I 

2 

I 

1 

I 

0 

I 

3 

509+IFPR0VES  COMMON 

I 

0.0 

I 

66.7 

I 

33.3 

I 

0.0 

1 

4.3 

1 

0.0 

I 

8.0 

I 

7.1 

I 

0.0 

1 

I 

0.0 

I 

2.9 

I 

l.A 

I 

0.0 

I 

•f  • 

of. 

-4- 

COLUMN 

17 

25 

lA 

lA 

70 

TOTAL 

2A.3 

35.7 

20.0 

20.0 

100.0 

K-100 


Table  100 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  THE  TEST  FORMS 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


PAGE  2  OF 


TYPE 


COMMENTS 
509+  KEEP 


509-  GEN  PROBLEMS 


COUNT  IRN 
RON  PCT  I 
COL  PCT  I 
TAB  PCT  I 


PARA 


HARD 

CLERK 


PROFES¬ 

SIONAL 


ROH 

TOTAL 


509-CECR  DOCUfLEGAL 


509-NOTES  OOALITY 


509  6C  BACK  TO  SEP  N 


3588-2  ♦GEN  COMMENT 


3e88-2-0L0  BETTER 


COLUMN 

TOTAL 


1 

1 

-A _ 

2 

I 

3 

I 

m^mm 

4 

I 

0 

1 

2 

» 

1 

1 

?  * 

I 

0 

1 

3 

0*0 

1 

66.7 

I 

33.3 

1 

0.0 

I 

4.3 

0*0 

1 

8.0 

1 

7.1 

I 

0.0 

1 

0*0 

I 

_  .A _ 

2.9 

I 

1.4 

I 

0.0 

I 

•4 

0 

I 

0 

I 

1 

I 

0 

I 

1 

0*0 

1 

0.0 

1 

100.0 

I 

0.0 

I 

1.4 

0*0 

I 

0.0 

1 

7.1 

I 

0.0 

1 

0*0 

I 

0.0 

1 

1.4 

I 

0.0 

I 

■»4 

0 

I 

2 

•T* 

I 

1 

I 

2 

▼ 

I 

5 

0*0 

1 

40.0 

1 

20.0 

1 

40.0 

I 

7.1 

0*0 

I 

8.0 

1 

7.1 

I 

14.3 

I 

0*0 

I 

2.9 

I 

1.4 

I 

2.9 

I 

1 

I 

0 

I 

1 

— 

I 

0 

I 

2 

50.0 

I 

0.0 

1 

50.0 

I 

0.0 

I 

2.9 

5.9 

1 

0.0 

1 

7.1 

I 

0.0 

1 

l.A 

I 

0.0 

I 

1.4 

I 

0.0 

I 

»4 

0 

1 

1 

I 

1 

I 

1 

I 

3 

0.0 

1 

33.3 

I 

33.3 

I 

33.3 

1 

4.3 

0.0 

1 

4.0 

I 

7.1 

I 

7.1 

I 

0.0 

I 

1.4 

I 

1.4 

I 

1.4 

I 

8 

1 

5 

I 

1 

1 

0 

I 

12 

50.0 

1 

41.7 

1 

8.3 

I 

0.0 

I 

17.1 

35.3 

1 

20.0 

I 

7.1 

I 

0.0 

1 

8.6 

I 

7.1 

I 

1.4 

1 

0.0 

I 

>•>4- 

2 

I 

0 

1 

2 

^  r 

I 

1 

1 

5 

**>.0 

I 

0.0 

I 

40.0 

I 

20.0 

I 

7.1 

*  .8 

1 

0.0 

I 

14.3 

1 

7.1 

1 

2.9 

I 

0.0 

I 

2.9 

I 

1.4 

I 

-  -  ^  - 

m^JL 

.  .. 

»w4 

17 

25 

14 

14 

70 

24.3 

35.7 

20.0 

20.0 

100.0 

Table  100 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  THE  TEST  FORMS 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


PAGE  3  CF  5 


TYPE 


COUNT 

I*RN 

PARA 

WARD 

PRDFES- 

ROK  PCT 

I 

CLERK 

SrONAL 

COL  PCT 

I 

COMMENTS 

TAB  PCT 

I 

1 

I 

2 

I 

3 

1 

A 

I 

26 

I 

3 

I 

A 

I 

1 

I 

0 

I 

3888-2 

REDESIGN  CMTS 

I 

37.5 

I 

50.0 

1 

12.5 

1 

0.0 

I 

I 

17.6 

I 

16.0 

I 

7.1 

I 

0.0 

I 

I 

A. 3 

1 

5.7 

1 

A. 

l.A 

I 

0.0 

I 

T 

28 

I 

1 

I 

1 

I 

C 

I 

0 

I 

3888-2 

SPECIFIC  PPOB 

1 

50.0 

I 

50.0 

I 

0.0 

I 

0.0 

I 

I 

5.9 

I 

A.O 

1 

0.0 

1 

0.0 

I 

I 

♦  — 

l.A 

I 

-♦ 

l.A 

I 

-♦ 

0.0 

I 

0.0 

I 

-♦ 

ROW 

TOTAL 


d 

11. A 


? 

2.9 


29  1  8  1 

3888-3  +  COMMENTS  I  53.3  I 

I  A7.1  I 
I  11. A  1 

30  I  0  1 

3e88-3-NEVER  USE  1  0.0  I 

I  0.0  1 

I  0.0  I 


6 

I 

0 

I 

1 

I 

15 

AO.O 

I 

0.0 

I 

6.7 

I 

21. A 

2A.0 

I 

0.0 

I 

7.1 

I 

8.6 

I 

c.o 

I 

l.A 

I 

c 

I 

1 

I 

1 

I 

2 

c.o 

I 

50.0 

I 

50.0 

I 

2.9 

c.o 

I 

7.1 

I 

7.1 

I 

0.0 

I 

l.A 

I 

l.A 

I 

♦  — 

•4— 

-♦ 

31 

I 

8 

I 

5 

I 

0 

I 

1 

1 

lA 

3888 -A+  COMMENTS 

I 

57.1 

1 

35.7 

I 

0.0 

I 

7.1 

I 

20.0 

I 

A7.1 

I 

20.0 

1 

0.0 

I 

7.1 

I 

I 

ll.A 

I 

7.1 

I 

0.0 

I 

l.A 

I 

32 

I 

0 

I 

0 

••  T  ■ 

I 

1 

I 

0 

I 

1 

3f86-A-DLD  BETTER 

I 

0.0 

I 

0.0 

I 

100.0 

I 

0*0 

I 

l.A 

I 

0.0 

1 

0.0 

I 

7.1 

I 

0.0 

I 

I 

c.o 

1 

0.0 

I 

l.A 

I 

0.0 

I 

33 

I 

0 

I 

0 

I 

0 

I 

1 

I 

1 

3e88-A  REDESIGN  CMTS 

I 

0.0 

I 

0.0 

I 

0.0 

I 

100.0 

I 

l.A 

1 

0.0 

1 

o.c 

I 

0.0 

I 

7.1 

I 

1 

+— 

0.0 

I 

c.o 

I 

0.0 

I 

l.A 

1 

COLUMN 

TOTAL 


1? 

2A.3 


25 

35.7 


lA 

20.0 


lA 

20.0 


70 

100.0 


K-102 
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Table  100 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  THE  TEST  FORMS 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


PACE  A  CF  5 

COUNT 
RON  PCT 
COL  PCT 
TAB  PCT 

TYPE 

IRN 

I 

I 

1  1 

PARA 

I  2 

HARD 

CLERK 

1  3 

PROFES¬ 

SIONAL 

I  4 

I 

ROH 

TOTAL 

COMMENTS 

34 

I 

0 

1 

1 

I 

0 

I 

0 

I 

1 

3888 -4  MI  SC  COMMENTS 

1 

0*0 

I 

100.0 

I 

0.0 

I 

0.0 

I 

1.4 

I 

0.0 

1 

4.0 

I 

O.D 

I 

0.0 

I 

I 

0*0 

I 

1.4 

I 

0.0 

I 

0.0 

1 

35 

I 

6 

I 

6 

I 

1 

I 

1 

1 

14 

3888-54  KEEP 

I 

42.9 

I 

42.9 

I 

7.1 

I 

7.1 

I 

20.0 

I 

35.3 

I 

24.0 

I 

7.1 

I 

7.1 

I 

I 

8.6 

1 

8.6 

1 

^  A.  ^ 

1.4 

I 

1.4 

I 

36 

I 

0 

I 

0 

1 

2 

I 

2 

I 

4 

388e-54REOES16N  CMT 

I 

0.0 

I 

0.0 

I 

50.0 

I 

50.0 

I 

5.7 

I 

OoO 

I 

0.0 

I 

14.3 

I 

14.3 

I 

I 

0.0 

1 

0.0 

I 

2.9 

I 

2.9 

I 

39 

I 

1 

I 

1 

I 

0 

I 

0 

I 

2 

3888-5  MIS  COMMENTS 

1 

50.0 

I 

50.0 

I 

0.0 

I 

0.0 

1 

2.9 

I 

5.9 

I 

4.C 

1 

O.D 

I 

0.0 

I 

I 

1.4 

I 

1.4 

I 

0.0 

I 

0.0 

I 

I*  W  «»  W 

40 

I 

8 

1 

6 

I 

3 

I 

1 

I 

18 

T0S4KEEP*NC  changes 

I 

44.4 

I 

33.3 

I 

16.7 

I 

5*6 

1 

25.7 

I 

47.1 

I 

24.0 

1 

21.4 

I 

7.1 

I 

I 

11.4 

I 

8.6 

I 

4.3 

I 

1.4 

I 

4— 

-+- 

—+ 

41 

I 

4 

I 

6 

I 

2 

I 

3 

I 

15 

TDS  pedes  UN  COMMNTS 

1 

26.7 

I 

40.0 

I 

13.3 

I 

20.0 

I 

21.4 

I 

23.5 

I 

24.0 

I 

14.3 

I 

21.4 

I 

I 

5.7 

I 

8.6 

I 

2.9 

I 

4.3 

I 

42 

I 

0 

I 

0 

I 

2 

I 

0 

I 

2 

TD5  CODING  ISSUES 

I 

0.0 

1 

0.0 

I 

100.0 

I 

0.0 

I 

2.9 

I 

0.0 

I 

0.0 

1 

14.3 

I 

0.0 

I 

* 

1 

0.0 

I 

0.0 

I 

2.9 

I 

0.0 

I 

COLUMN 

17 

25 

14 

14 

70 

TOTAL 

24.3 

35.7 

20.0 

20.0 

100.0 

K-103 


Table  100 


ARMY  MEu.  u  t 

CLINICAL  NURSING  RECORDS  SIUDY 
GENERAL  COMMENTS  REGARDING  THE  TEST  FORMS 
BY  TYPE  OF  PROVIDER  (CONT  NUED) 

PAGE  5  CF  b 


COUNT 
ROW  PCT 
COL  PCT 
TAB  PCT 

TYPE 

IRN 

I 

I 

I  1 

PARA 

1  2 

WARD 

CLERK 

1  3 

PROFES¬ 

SIONAL 

1  A 

I 

ROW 

TOTAL 

LLrrFt^fJ 

•T 

A3 

I 

0 

I 

C 

I 

1 

I 

1 

I 

2 

TCS^OLD  BETTER 

I 

0.0 

I 

0.0 

I 

50.0 

I 

50.0 

I 

2.9 

I 

o.c 

1 

0.0 

I 

7.1 

I 

7.1 

I 

I 

0.0 

1 

0.0 

I 

l.A 

I 

l.A 

I 

AA 

I 

2 

1 

c 

I 

1 

I 

0 

1 

3 

IDS  OVERPRINT  COMMEN 

I 

66.7 

I 

o.c 

1 

33.3 

I 

0.0 

1 

A. 3 

I 

11.8 

I 

O.C 

1 

7.1 

1 

0.0 

I 

I 

2.9 

1 

o.c 

I 

l.A 

I 

0.0 

I 

A5 

I 

A 

I 

6 

I 

5 

I 

2 

I 

17 

GEK+SYS  CMC  CMTS 

I 

23.5 

I 

35.3 

I 

29.A 

I 

11.8 

I 

2A.3 

I 

23.5 

I 

2A.C 

I 

35.7 

I 

1A.3 

I 

1 

5.7 

I 

8.6 

I 

7.1 

I 

2.9 

I 

A6 

I 

C 

1 

C 

I 

1 

I 

1 

I 

2 

GEN  -CMTS, OLD  BETTR 

1 

0.0 

1 

0.0 

I 

50.0 

I 

50.0 

1 

2.9 

I 

0.0 

I 

0.0 

I 

7.1 

I 

7.1 

I 

I 

«4-» 

0.0 

I 

0.0 

1 

l.A 

I 

l.A 

I 

A8 

I 

0 

I 

0 

I 

0 

I 

1 

1 

1 

REDESICN  C''MMENTS 

I 

0.0 

I 

O.C 

I 

0.0 

I 

100.0 

I 

l.A 

I 

o.c 

I 

O.C 

I 

o.c 

I 

7.1 

I 

I 

0.0 

I 

0.0 

I 

0.0 

I 

l.A 

1 

A9 

I 

1 

I 

c 

I 

0 

•T** 

I 

0 

I 

1<^ 

SPECIFIC  AREA  PROPS 

I 

lOC.C 

1 

0.0 

I 

0.0 

I 

0.0 

I 

l.A 

I 

5.9 

1 

0.0 

I 

0.0 

I 

0.0 

I 

i 

A.  ^ 

l.A 

I 

0.0 

I 

0.0 

I 

0.0 

I 

•T 

50 

1 

1 

I 

8 

I 

0 

I 

2 

I 

1! 

TOS  WANT  YELLOW  HL 

I 

9.1 

I 

72.7 

1 

0.0 

I 

18.2 

I 

15.7 

1 

5.9 

I 

32.0 

1 

0.0 

I 

1A.3 

I 

I 

l.A 

I 

11. A 

I 

0.0 

I 

2.9 

I 

• 

COLUMN 

17 

25 

lA 

lA 

70 

TOTAL 

2A.3 

35.7 

20.0 

20.0 

100.0 

PERCEF'TS  AND  TOTALS  BASED  ON  RESPONDENTS 


7C  VALID  CASES  1"  MISSING  CASES 

K-'iOA 


Table  101 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  DA  FORM  3888-2  TEST  NURSING 
HISTORY  AND  ASSESSMENT 
BY  TYPE  OF  PROVIDER 


TYPE 


COUNT  IRN 
ROW  PCT  I 
COL  PCT  I 
TAB  PCT  I 


PARA  WARD 

PROFES¬ 

CLERK 

SIONAL 

ROW 

TOTAL 

2  I  3 

I  4 

I 

COMMENTS 

3688-2  •♦■GEN 


24 

COMMENT 

25 


3888-2-OLO  BETTER 


26 

3883-2  REDESIGN  CMTS 


20 

3838-2  SPECIFIC  PROS 


COLUMN 

TOTAL 


■♦— 

I 

6 

I 

5 

•■f — 

I 

1 

-■f- 

I 

0 

-► 

I 

12 

I 

50.0 

I 

41.7 

1 

8.3 

I 

•  0 

I 

44.4 

I 

50.0 

I 

50.0 

I 

25.0 

I 

.0 

I 

I 

22.2 

I 

18.5 

I 

3.7 

I 

•  0 

I 

•f  — 

I 

2 

I 

0 

I 

2 

I 

1 

I 

5 

I 

40.0 

I 

•  0 

1 

40.0 

I 

20.0 

I 

18.5 

I 

16.7 

I 

*0 

I 

50.0 

I 

100.0 

I 

I 

7.4 

I 

•  0 

I 

7.4 

I 

3.7 

I 

■f  — 

I 

3 

I 

4 

I 

1 

I 

0 

I 

8 

I 

37.5 

1 

50.0 

I 

12.5 

I 

.0 

I 

29.6 

I 

25.0 

I 

40.0 

1 

25.0 

I 

.0 

I 

I 

11. 1 

I 

14.3 

I 

3.7 

I 

.0 

I 

+  — 

1 

1 

& 

I 

1 

I 

0 

I 

0 

I 

2 

I 

50.0 

I 

50.0 

I 

•  0 

I 

.0 

I 

7.4 

I 

8.3 

I 

10.0 

I 

•  0 

I 

.0 

I 

1 

3.7 

I 

3.7 

I 

•  0 

I 

.0 

I 

+- 

12 

10 

—■ ♦•- 

4 

•— 

1 

— fr 

27 

44.4 

37.0 

14.8 

3.7 

100.0 

PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 
27  VALID  CASES;  239  MISSING  CASES 


Table  102 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  DA  FORM  3888-3  TEST 
NURSING  HISTORY  AND  ASSESSMENT  CONTINUATION 
BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

IRN 

PARA 

WARD 

PROFES- 

ROW  PCT 

I 

CLERK 

SIGNAL 

ROW 

COL  PCT 

I 

TOTAL 

TAB  PCT 

r  nut*  C.M  Tc 

I 

1 

I 

2 

I 

3 

I 

4 

I 

CUnriCl^lO  • 

“▼ 

29 

I 

8 

I 

6 

I 

0 

I 

1 

I 

15 

3dda-j  +  COMMENTS 

I 

53*3 

I 

40.0 

I 

.0 

I 

6.7 

I 

88.2 

I 

100*0 

I 

100. 0 

1 

*0 

I 

50.0 

1 

I 

47.1 

I 

35.3 

1 

.0 

I 

5.9 

I 

X* 

— f- 

-+ 

-♦ 

30 

I 

0 

I 

0 

I 

1 

I 

L 

I 

2 

JBOa-3-NeVfcK  USE 

I 

.0 

I 

.0 

I 

50.0 

I 

50.0 

1 

11.6 

I 

.0 

I 

.0 

I 

100. 0 

I 

50.0 

I 

I 

x«. 

•  0 

I 

.0 

I 

5.9 

I 

5.9 

I 

COLUMN 

8 

6 

1 

2 

17 

TOTAL 

47.1 

35.3 

5.9 

11.8 

100. 0 

PEKCENTS  ANU  TOTALS  BASED  ON  RESPONDENTS 


17  VALID  cases;  2^9  MISSING  CASES 


}\ 


106 


Table  103 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  DA  FORM  3888-4  TEST 
NURSING  CARE  PLAN 
BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

IRN 

PARA 

WARD 

PROFES- 

ROW  PCT 

I 

CLERK 

SIGNAL 

ROW 

COL  PCT 

I 

TOTAL 

TAB  PCT 

I 

1 

I 

2 

I 

3 

I 

4 

I 

rnMMCMTC 

1  II 

31 

I 

8 

I 

5 

I 

C 

I 

1 

I 

14 

3888-4+  COMMENTS 

I 

57.1 

I 

35.7 

I 

•  0 

I 

7.1 

I 

82.4 

I 

lOO.O 

I 

83.3 

I 

.c 

I 

50.0 

I 

I 

47.1 

I 

29.4 

I 

.0 

I 

5.9 

I 

32 

I 

0 

I 

0 

I 

1 

I 

0 

I 

1 

3838-4-OLO  BETTER 

I 

.0 

I 

•  0 

I 

100.0 

I 

.0 

I 

5.9 

I 

.0 

I 

.0 

I 

100.0 

I 

.0 

I 

I 

.0 

I 

.0 

I 

5.9 

I 

.0 

1 

33 

I 

0 

I 

0 

I 

0 

I 

1 

I 

1 

3888-4  REDESIGN  CMT3 

I 

.0 

I 

.0 

1 

.0 

1 

100.0 

I 

5.9 

I 

.0 

I 

.0 

I 

.0 

I 

50.0 

I 

I 

.0 

I 

.0 

I 

.0 

I 

5.9 

I 

+- 

-+• 

- — — 

-+• 

-+ 

-+ 

34 

I 

0 

I 

1 

I 

0 

I 

0 

I 

1 

3888-4  MISC  COMMENTS 

I 

.0 

I 

100.0 

I 

.0 

I 

•  0 

I 

5.9 

/ 

▲ 

•  0 

I 

16.7 

I 

.0 

I 

•  0 

I 

I 

.0 

I 

5.9 

I 

.0 

I 

.0 

I 

♦- 

-+• 

- — 

-+ 

— . 

-♦ 

COLUMN 

8 

6 

1 

2 

17 

TOTAL 

47.1 

35.3 

5.9 

11.8 

lOO.O 

PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 


17  VALID  cases;  249  MISSING  CASES 


K-10? 


Table  104 


FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  DA  FORM  3888-5  TEST 
NURSING  DISCHARGE  SUMMARY 
BY  TYPE  OF  PROVIDER 


TYPc 


COUNT 

IRN 

PARA 

WARD 

PROFES- 

ROW  PCT 

I 

CLERK 

SIGNAL 

ROW 

COL  PCT 

I 

TOTAL 

TAB  PCT 

I 

1 

I 

2 

I 

3 

I 

4 

I 

COMMENTS  *— — — — 

3^> 

I 

6 

I 

6 

I 

1 

I 

1 

I 

14 

3eda-5+  KEEP 

I 

42*9 

I 

42.9 

I 

7.1 

I 

7.1 

I 

73.7 

I 

85.7 

I 

85.7 

1 

33.3 

I 

50.0 

I 

I 

31.6 

I 

31.6 

I 

5.3 

I 

5.3 

I 

36 

I 

0 

I 

0 

I 

2 

I 

2 

I 

4 

3BBU-5T-RE0ESIGN  CMT 

I 

.0 

I 

.0 

I 

50.0 

I 

50.0 

I 

21.1 

I 

.0 

I 

.0 

[ 

66.7 

I 

100. 0 

I 

I 

.0 

I 

.0 

1 

10.5 

I 

10.5 

I 

39 

I 

1 

I 

1 

I 

0 

I 

0 

I 

2 

3...9S-5  MIS  COMMENTS 

I 

53.0 

I 

50.0 

I 

.0 

I 

.0 

1 

10.5 

I 

14.3 

I 

14.3 

I 

.0 

I 

•  0 

1 

I 

5.3 

I 

5.3 

I 

•  0 

I 

.0 

I 

COLUMN 

7 

7 

3 

2 

19 

TOTAL 

36.8 

36.3 

15.8 

10.5 

100.0 

PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 
19  VALID  cases;  247  MISSING  CASES 


K-108 


Table  105 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 

GENERAL  COMMENTS  REGARDING  DA  FORM  4256-1  TEST  DOCTOR'S  ORDER  SHEET  MEDICATION 
AND  DA  FORM  4256-2  TEST  DOCTOR'S  ORDER  SHEET  NONMEDICATION 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

IRN 

PARA  WARD  PROFES- 

ROW  PCT 

I 

CLERK  SIGNAL 

ROW 

COL  PCT 

I 

TOTAL 

TAB  PCT 

rnuucxiTc 

I 

11  2  1  3  1  4 

I 

DMMENTS  - 

—4— 

1 

I 

8 

1 

7 

I 

1 

1 

2 

I 

18 

DR  ORDER  ♦GEN  SAT 

I 

44.4 

I 

38.9 

I 

5.6 

I 

11.1 

I 

81.8 

I 

100. 0 

I 

77.3 

I 

33.3 

I 

100.0 

I 

I 

36.4 

I 

31.8 

1 

4.5 

I 

9.1 

I 

4 

I 

1 

I 

0 

I 

0 

I 

0 

1 

1 

OR  ORO-GEN-PAPERWRK 

I 

100.0 

I 

.0 

I 

.0 

I 

.0 

I 

4.5 

I 

12.5 

I 

.0 

I 

.0 

I 

.0 

I 

I 

4.5 

I 

.0 

I 

.0 

I 

.0 

I 

+- 

— — 

< 

3 

I 

0 

I 

0 

I 

2 

I 

0 

1 

2 

OR  ORO-MISC  PROBLEM 

I 

.0 

I 

.0 

I 

100.0 

I 

•  0 

I 

9.1 

I 

.0 

I 

•  0 

I 

66.7 

I 

.0 

I 

I 

.0 

I 

•  0 

I 

9.  1 

I 

.0 

I 

_ X 

9 

I 

0 

I 

3 

I 

1 

I 

0 

I 

4 

OR  ORD  1-SHEET  PREFR 

I 

.0 

I 

75.0 

I 

25. C 

I 

.0 

I 

18.2 

I 

•  0 

I 

33.3 

I 

33.3 

I 

.0 

I 

I 

.0 

1 

13.6 

I 

4.5 

I 

.0 

I 

+- 

— — — 

10 

I 

0 

I 

1 

I 

0 

I 

0 

I 

I 

OR  ORD  REOISN  COMMNT 

I 

.0 

I 

100. 0 

I 

.0 

I 

.0 

I 

4.5 

I 

.0 

I 

11.1 

I 

.0 

I 

.0 

I 

I 

.0 

I 

4.5 

I 

.0 

I 

.0 

I 

■ 

COLUMN 

8 

9 

3 

2 

22 

TOTAL 

36.4 

40.9 

13.6 

9.1 

100.0 

PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 


22  VALID  CASES#  2A4  MISSING  CASES 


K-109 


w. 

I 

I 

I 

f 


Table  106 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING 

DA  FORM  4677-1  TEST  THERAPEUTIC  DOCUMENTATION  CARE  PLAN  NONMEDICATION 
AND  DA  FORM  4678-1  TEST  THERAPEUTIC  DOCUMENTATION  CARE  PLAN  MEDICATION 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

IRN 

PARA 

WARD 

PROFES- 

ROW  PCT 

I 

CLERK 

SIGNAL 

ROW 

COL  PCT 

I 

TOTAL 

TAB  PCT 

I 

1 

I 

2 

I 

3 

I 

4 

I 

« 

^0 

I 

8 

I 

6 

I 

3 

I 

1 

I 

18 

TOS+KEEPtNO  CHANGES 

I 

AA.4 

I 

33.3 

I 

16.7 

I 

5.6 

I 

43.6 

I 

57.1 

I 

50.0 

I 

50.0 

I 

20.0 

I 

I 

21.6 

I 

16.2 

I 

8.1 

I 

2.7 

I 

I 

4 

I 

6 

I 

2 

I 

3 

I 

15 

TOS  REDESIGN  COMMNTS 

I 

26.7 

I 

40.0 

I 

13.3 

I 

20.0 

I 

40.3 

I 

28.6 

I 

50.0 

I 

33.3 

I 

60.0 

I 

I 

10.8 

I 

16.2 

I 

5.4 

I 

8.1 

I 

“T 

I 

0 

I 

0 

I 

2 

I 

0 

I 

2 

Tu5  COOING  ISSUES 

I 

.0 

1 

.0 

1 

ICO.O 

I 

.0 

I 

5.4 

I 

•  0 

I 

.0 

I 

33.3 

I 

•  0 

I 

I 

.0 

I 

.0 

I 

5.4 

I 

•  0 

I 

. 

A3 

I 

0 

I 

0 

I 

1 

I 

1 

I 

2 

TOS-OLO  BETTER 

I 

•  0 

I 

.0 

I 

50.0 

I 

50.0 

I 

5.4 

1 

.0 

1 

.0 

I 

16.7 

I 

20.0 

I 

I 

— 

.0 

I 

•  0 

I 

2.7 

I 

2.7 

I 
— f 

44 

I 

2 

I 

0 

I 

1 

I 

0 

I 

3 

OVERPRINT  COMMEN 

I 

66.7 

I 

•  0 

I 

33.3 

I 

.0 

I 

8.1 

I 

14.3 

I 

•  0 

I 

16.7 

1 

.0 

I 

I 

5.4 

I 

•  0 

I 

2.7 

I 

.0 

I 

COLUMN 

14 

12 

6 

5 

37 

TOTAL 

37.8 

32.4 

16.2 

13.5 

100.0 

PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 
37  VALID  cases;  229  MISSING  CASES 


K1'I0 


Table  107 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  INTEGRATED  PROGRESS  NOTES 
BY  TYPE  OF  PROVIDER 


COUNT 


PARA 


WARD 


PROFES- 


ROW  PCT 

I 

CLERK 

SIGNAL 

ROW 

COL  PCT 

I 

TOTAL 

TAB  PCT 

I 

1 

I 

2 

I 

3 

I 

4 

I 

LUnMcNio 

' 

11 

1 

7 

I 

3 

I 

3 

I 

4 

I 

17 

509+  GEN  SATISFACT 

I 

41.2 

I 

17.6 

I 

17.6 

I 

23.5 

I 

54.8 

I 

87.5 

I 

33.3 

I 

42.9 

I 

57.1 

I 

I 

22.6 

I 

9.7 

I 

9.7 

1 

12.9 

I 

12 

I 

0 

1 

2 

I 

1 

I 

0 

I 

3 

509+IMPR0V6S  COHMUN 

I 

.0 

I 

66.7 

I 

33.3 

I 

.0 

I 

9.7 

I 

.0 

I 

22.2 

I 

14.3 

I 

.0 

I 

I 

.0 

I 

6.5 

I 

3.2 

I 

•  0 

I 

13 

I 

0 

I 

2 

I 

1 

I 

0 

I 

3 

509+  KEEP 

I 

.0 

I 

66.7 

I 

33.3 

I 

.0 

I 

9.7 

I 

.0 

I 

22.2 

I 

14.3 

1 

.0 

I 

I 

.0 

I 

6.5 

I 

3.2 

I 

•  0 

I 

+- 

-4— 

— — 

«4.- 

-4.- 

-+ 

14 

I 

0 

I 

0 

I 

1 

I 

0 

I 

1 

509-  GEN  PROBLEMS 

I 

.0 

I 

.0 

I 

100.0 

I 

.0 

I 

3.2 

I 

.0 

I 

.0 

I 

14.3 

I 

.0 

I 

I 

+- 

.0 

1 

-.4.-. 

•  0 

1 

-+- 

3.2 

1 

-+- 

•  0 

I 

-♦ 

509-OFCR  DOCUfLEGAL 


Z 

40.0 

22.2 

6.5 


I 

20.0 

14.3 

3.2 


2 

40.0 

28.6 

6.5 


509-NOTES  QUALITY 


I  50.0 
I  12.5 
I  3.2 


I 

50.0 

14.3 

3.2 


509  60  BACK  TO  SEP  N 


COLUMN 

TOTAL 


1 

33.3 

11.1 

3.2 


I 

33.3 

14.3 
3.2 


1 

33.3 

14.3 
3.2 


8 

25.8 


9 

29.0 


7 

22.6 


7 

22.6 


5 

16.1 


31 

100.0 


PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 


31  VALID  cases;  235  MISSING  CASES 


K-111 


Table  108 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
CURRENT  DUTY  ASSIGNMENT 
BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

I 

IRNS 

I 

1 

PARA 

11 

21 

ROW 

TOTAL 

1 

1 

9A 

I 

1 

94 

CLIN  STAPF  NURSE 

1 

I 

I 

43.5 

.... 

'“4 

2 

I 

21 

I 

I 

21 

CLIN  hEAD  NURSE 

1 

1 

1 

9.7 

'-4-“»»< 

•  »  « 

■>-4 

3 

1 

8 

I 

I 

B 

CLIN  NURSE  SPEC 

1 

I 

1 

3.7 

•-4 

A 

I 

8 

I 

I 

B 

SPEC  PRACTICES 

I 

I 

I 

3.7 

4-.- 

m.-. 

--4 

7 

1 

1 

1 

1 

1 

OTHER 

I 

I 

1 

.5 

'■»  tm 

... 

—4 

8 

I 

I 

2 

I 

2 

91A-AirE 

1 

1 

1 

.9 

4-- 

’  w  w  «»■ 

... 

—4 

10 

1 

I 

73 

1 

73 

9K  PFACT  NRS 

I 

1 

1 

33. S 

4-.- 

•• 

— 4 

11 

1 

I 

B 

1 

8 

91F-P5YC4  TECH 

1 

I 

I 

3.7 

4-- 

•••• 

-•4 

12 

1 

1 

1 

1 

1 

OTHER 

I 

I 

I 

.5 

4— 

... 

—  4 

COLUMN 

132 

S4 

216 

TOTAL 

61.1 

38 

.9 

109.0 

UMBER  CF  MISSING 

OBSERVATIONS  > 

182 

K-1  (2 


Table  109 

fitzsimons  army  medical  CENU'R 

CLINICAL  NURSING  RECORDS  STUDY 
"ARE  YOU  A  WAROMASTER?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT 

I 

I  PARA 

RDM 

1 

TOTAL 

1 

21 

1 

I  17 

I 

It 

YES 

1 

1 

20.7 

...4 

2 

I  65 

I 

65 

NO 

1 

I 

79.3 

— ► 

COLUMN 

82 

B2 

total 

100.0 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  =  316 


Table  110 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
PRIMARY  INPATIENT  NURSING  UNIT 
BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 


H3 


1 

2 


»  * 

3  I 
I 


15  I 
I 


...... >4.. 

2  1 
I 

4 — ......4. 

7  1 

1 

.......4. 


3A  I 
I 

.....4. 


13 


I 

I 


10 


n 


SURE  IMT 

PSYCH  UNIT 

3 

MED  UMT 

A 

CONBIK'ED  MED  SUR 

5 

PEDS  UMT 

6 

ALL  KU  S 

7 

LCD  HE^  OQST  PAR 

4.... 

8  1  17  I 

OR  AMES  I  I 

4 - 4 

3  1 

OTHER  I  I 

COLUMN  137 
TOTAL  58.3  35.3 


RNS 


PARA 

11  21 
- —4. — .....4 

A3  I  22 
I 


HARD 

CLERK 


20 


31 


.•..4.... ....4 

83  15 

6. A 


ROH 

TOTAL 


71 

30.2 

lA 

6.0 

32 

13.6 

8 

3. A 

13 

5.5 

55 

23.8 

20 

8.5 

17 

7.2 

A 

1.7 

235 

100.0 


NUMBER  TF  MISSING  OBSERVATIONS  •  163 


K;-114 


M4 


.  Table  111 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
NUMBER  OF  YEARS  WORKED  AS  A  REGISTERED  NURSE 
BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

I 

IRNS 

I 

1 

11 

— ♦ 

1 

1 

14 

I 

J 

1 

4  — ». 

2 

I 

20 

I 

1 

I 

—4 

3 

I 

3 

I 

I 

I 

»«>»« 

—4 

4 

I 

4 

I 

I 

I 

4--- 

•  «•  «»«■ 

—4 

5 

1 

7 

I 

1 

1 

..... 

—4 

6 

I 

10 

I 

I 

1 

4— oo 

-4 

7 

I 

5 

1 

1 

I 

4.«». 

-4 

8 

I 

9 

1 

I 

1 

4— 

-4 

9 

1 

3 

I 

I 

1 

-4 

10 

I 

4 

1 

1 

1 

4— 

..... 

-4 

11 

I 

4 

1 

I 

I 

-4 

12 

I 

4 

1 

I 

1 

4~-.. 

.*.-4 

13 

I 

8 

I 

1 

1 

4— 

»«»«»  « 

■4 

RDM 

total 


14 

11.9 

20 

16.9 

3 

2.5 

4 

3.4 
7 

5.9 

10 

8.5 

5 

4.2 

9 

7.6 

3 

2.5 

4 

3.4 

4 

3.4 

4 

3.4 

5 

&.8 


TYPE 

COLMT  I 

IRNS  ROW 

>  TOTAL 

I  11 

- - - - 


14 

1 

3  I 

3 

1 

I 

2.5 

4 

15 

1 

6  I 

6 

1 

1 

5.1 

4 

16 

1 

3  I 

3 

I 

I 

2.5 

4- 

17 

1 

2  1 

2 

J 

I 

1.7 

4- 

18 

1 

2  I 

2 

1 

I 

1.7 

4- 

19 

I 

1  1 

1 

I 

1 

•  8 

4- 

20 

I 

6  I 

6 

I 

1 

5.1 

4- 

COLUMN 

118 

118 

TOTAL 

100.0 

100.0 

NUMBER  CE  MISSING 
OBSERVATIONS  *  280 


U-IIS 


V 

Table  112 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
CORPS  AFFILIATION 
BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IPROFES-  ROW 

ISIOMAL  TOTAL 

1 

H5  - 4 - 4 

11  21  1  21 

AMSC-CIV  I  1  1A.3 

4... .....4 

3  1  123  I  123 

MC-CIV  1  I  B3.7 

4.ii»......-4 

A  I  3  1  3 

M5C-C1V  1  I  2.0 

4-. ......4 

COLUMN  1A7  1A7 

TOTAL  100.0  100.0 

NUMBER  CF  MISSING  OBSERVATIONS  =  251 


K>116 


Table  113 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
NUMBER  OF  YEARS  WORKED  WITH  ARMY  INPATIENT 
MEDICAL  RECORDS/DOCUMENTATION 
BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IRNS  PARA  WARD  PROFES- 

I  CLERK  SIONAL 

1  II  21  3)1  AI 

4— -  —  4 - — — f 

II  28  I  91  11  17  I 

1  I  1  I  I 

4 - - 4-- - ♦ 

21  23  I  16  I  61  71  I 

I  1  1  1  I 

— 4 - 4 - -f 

3  1  4  1  6  1  1  16  I 

1  1  I  1  I 

4.. ......4.......^4........4........4 

4  1  3  1  4  1  I  11  I 

I  1  1  I  I 

4aB«a>w«M ••4*' *'****’*' ■'*'*‘4^***  ••••.4** 

3  1  3  1  3  1  3  1  4  1 

1  1  1  I  I 

4 - ^.4. - ...4.... ....4.. - —f 

6  1  7  1  7  1  1  5  1 

I  I  I  I  I 

4  — .40—'—  —  -4...-.— 4- — - 4 

7  1  3  1  3  1  I  10  I 

1  1  i  I  I 

— 4.. ...... 4 - .....4 

8  1  7  1  5  1  1  6  1 

1  1  I  I  I 

4.. ......4.........4...... — 4 — -.-.-4 

9  12  1  1  I  4  I 

1  I  I  I  I 

10  I  3  1  6  1  4  1  7  1 

I  I  1  1  I 

4.. ..-..-4........4... - 4 - 4 

11  1  1  2  1  1  4  1 

I  1  I  I  I 

4.. ......4........4.... - 4-— - 4 

12  I  5  1  3  1  I  6  1 

I  I  I  1  I 

4.. ...«..4..— ...•4........4 - 4 

13  I  2  1  11  II  2  1 

1  1  I  I  I 

4.. ......4........4. — 4>— 4 


ROM 

TOTAL 


55 

16*6 

68 

20.5 

26 

7.9 

20 

6.0 

15 

4.5 

19 

5.7 

16 

4.8 

18 

5.4 

6 

1.8 

22 

6.6 

6 

1.8 

14 

4.2 

6 

1.8 


K-117 


Table  113 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  NURSING  RECORDS  STUDY 
NUMBER  OF  YEARS  WORKED  WITH  ARMY  INPATIENT 
MEDICAL  RECORDS/DOCUMENTATION 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


H6 


COUMT 


15 


16 


17 


18 


19 


20 


COLUMN 

TOTAL 


TYPE 


1 

IRNS 

1 

I 


PARA  WARD  PROFES-  ROM 
CLERK  SIGNAL  TOTAL 
II  21  31  41 


♦ 

4 

4 

4 

4 

4 

4 


4 

1 

1 

I 

1 

3 

I 

8 

I 

1 

1 

I 

»4> 

2.4 

6 

I 

1 

I 

1 

4 

1 

11 

I 

1 

1 

1 

3.3 

2 

1 

I 

I 

1 

1 

3 

1 

I 

1 

I 

.9 

2 

I 

1 

I 

2 

1 

4 

I 

1 

I 

1 

1.2 

4 

1 

1 

1 

1 

3 

1 

8 

1 

1 

1 

1 

2.4 

1 

1 

I 

2 

1 

2 

I 

1 

I 

I 

•  6 

1 

1 

2 

1 

I 

1 

1 

4 

I 

1 

1 

I 

1.2 

115 

72 

15 

129 

331 

34.7 

21.8 

4.5 

39.0 

100.0 

NUMBER  CF  HISSING  OBSERVATIONS  « 


67 


Table  114 

FITZSIMONS  ARMY  MEDICAL  CENTER 
CLINICAL  ;NURSIN6  RECORDS  STUDY 
FINAL  .GENERAL  COMMENTS 
BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 
ROW  PCT 
COL  PCT 
TAB  PCT 


PARA 


WARD 

CLERK 


PROFES¬ 

SIONAL 


ROW 

TOTAL 


COMMENTS 


GbN+SYS  CHG  CMTS 


GEN  -CMTStOLO  BETTR 


REDESIGN  COMMENTS 


-4- 

-4“ 

-4- 

-4 

I 

4 

I 

6 

I 

5 

I 

2 

I 

17 

I 

23.5 

I 

35.3 

I 

29.4 

I 

11.8 

I 

54.8 

1 

80. C 

1 

42.9 

I 

83.  } 

I 

33.3 

I 

I 

12.9 

I 

19.4 

I 

16.1 

I 

6.5 

I 

4- 

-4-' 

-4- 

-4- 

- — 

“4 

I 

0 

I 

0 

I 

1 

I 

1 

I 

2 

I 

.0 

I 

•c 

1 

50.0 

I 

50.0 

I 

6.5 

I 

•  0 

I 

•  0 

I 

16.7 

I 

16. T 

I 

I 

.0 

I 

.0 

I 

3.2 

I 

3.2 

I 

I 

0 

I 

0 

I 

0 

I 

1 

I 

1 

I 

•  0 

I 

•  0 

L 

.0 

I 

100.0 

I 

3.2 

I 

.0 

I 

.0 

I 

.0 

I 

16.7 

I 

I 

.0 

I 

•  0 

I 

.0 

I 

3.2 

I 

SPECIFIC  AREA  PROBS 


TOS  WANT  YELLOW  HL 


COLUMN 

TOTAL 


I  lOO.O 
I  20«0 
I  3.2 


1 

9.1 

20.0 

3.2 

5 

16.1 


I  72.7 
I  57. i 
I  25.8 


14 

45.2 


6 

19.4 


2 

18.2 

33.3 

6.5 


6 

19.4 


11 

35.5 


31 

100.0 


PERCENTS  ANO  TOTALS  BASED  ON  RESPONDENTS 


31  VALID  cases;  235  MISSING  CASES 


APPENDIX  L 


CNR  Study  Test  Site  Personnel  Suinrey  Responses 
Fort  Jackson,  North  Carolina 


Table  1 


FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
TYPE  OF  RESPONDENT 


VALUE  LA9EL  VALUE 

RNS  1 
PARA  2 
WARD  CLERK  3 
PRDFES*  SIDNAL  A 


FREQUENCY 

PERCENT 

VALID 

PERCENT 

CUM 

PERCENT 

65 

38.2 

38.2 

38.2 

67 

39. A 

39. A 

77.6 

A 

2. A 

2. A 

80.0 

3A 

20.0 

20.0 

100.0 

TOTAL  170  100.0  100.0 


VALID  CASES  170  MISSIMC  CASES  0 


Table  2  o 

FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS  SAVE 
ME  NURSING  DOCUMENTATION  TIME"  BY  TYPE  OF  PROVIDER 

TYPE 

COUNT  I 

IRNS  PARA  ROM 


I 

TOTAL 

I 

11 

21 

A1 

-4 

1 

I 

2A  I 

21 

I 

A5 

STRONCLY 

AGREE 

I 

1 

1 

35. A 

—4 

2 

I 

29  I 

33 

I 

62 

AGREE 

I 

I 

I 

AS. 8 

4— 

-4 

3 

I 

9  I 

6 

I 

15 

DISAGREE 

I 

I 

I 

11. B 

4— 

-4 

A 

I 

2  I 

3 

I 

5 

STRONCLY 

DISAGRE 

I 

I 

1 

3.9 

COLUMN 

6A 

63 

127 

TOTAL 

50rA 

A9.6 

109.0 

NUMBER  OF 

MISSING 

OBSERVATIONS 

A3 

L-2 


Table  3 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
HELP  AVOID  WRITING  SAME  INFORMATION  SEVERAL 
PLACES" 

BY  TYPE  OF  PROVIDER 


A? 

COUNT 

TYPE 

I 

IRNS 

1 

1 

PARA 

11 

.WARD 

CLERK 

21 

31 

ROW 

TOTAL 

1 

1 

22 

1 

29 

1  3 

—4 

I 

54 

STRDMCLY 

AGREE 

I 

1 

I 

I 

41.5 

•-4 

2 

1 

30 

1 

25 

I 

1 

55 

ACREc 

I 

1 

1 

I 

42.3 

•A***** 

—4 

3 

I 

8 

I 

9 

I 

I 

17 

DlSAfREE 

1 

I 

I 

I 

13.1 

-4 

A 

I 

3 

I 

I 

I 

I 

4 

STRONCLY 

OISAGRE 

I 

1 

I 

I 

3.1 

-4 

COLUMN 

63 

64 

3 

130 

TOTAL 

48 

•  5 

49.2 

2.3 

100.0 

NUMBER  OF  HISSINC  OBSERVATIONS 

40 

Table  4 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
“COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
IMPROVE  COMMUNICATION^  ABOUT  THE  PATIENT  AMONG 
NURSING  PERSONNEL" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS  PARA  ROH 


A3 

1 

1 

11 

21 

TOTAL 

1 

I 

9  1 

16  I 

25 

STRORCIV 

AGREE 

I 

1 

1 

20.0 

2 

4— 

1 

35  I 

35  1 

70 

ACREc 

I 

I 

1 

56.0 

3 

4— 

1 

16  I 

9  I 

25 

DlSArREE 

I 

I 

20.0 

4 

4— 

1 

3  1 

2  1 

5 

STRONCIY 

DISAGRE 

1 

I 

I 

4.0 

COLUMN 

TOTAL 

4— 

63 

5,0*4 

62 

49.6 

125 

100.0 

NUNBER  OF  MISSING  OBSERVATIONS 


9 


45 


Table  5 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS  IMPROVE 
COMMUNICATIONS  ABOUT  THE  PATIENT  BETWEEN  NURSING  AND 
OTHER  HEALTH  CARE  PROFESSIONALS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  PARA  ROW 


t 

4 

I 

11 

-4- 

1 

• 

* 

1 

1 

1 

1 

TOTAL 

1 

I 

9 

I 

16  I 

25 

STRONCLY 

AGREE 

I 

4  — 

I 

-4- 

I 

20.0 

AGREE 

2 

I 

I 

4— 

35 

I 

I 

•4- 

36  1 

I 

71 

56.B 

DISAGREE 

3 

I 

1 

4— 

15 

I 

1 

-4- 

ID  1 

1 

25 

2D.0 

A 

I 

A 

I 

I 

A 

STRONGLY 

D1SA6RE 

COLUMN 

TOTAL 

1 

4— 

mmm 

63 

50.A 

1 

-4- 

I 

62 

A9.6 

3*2 

125 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  » 


A5 


Table  6 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
«eOMRAREO  TO  :THE  OLD  SYSTEM',  I  FEEL  THE  TEST  FORMS 
.ENCOURAGE  ME  TO  US|  THj^  NURSING  PROCESS" 

BY  TYPE  OF  PROVIPLR 


TYPE 


COUNT 

I 

IRNS 

ROW 

I 

TOTAL 

I 

11 

•—f 

1 

I 

10  I 

10 

STPONCLY 

ACREE 

1 

I 

15*9 

2 

1 

3A  1 

3A 

ACREc 

I 

1 

5A.0 

....4 

3 

I 

18  I 

18 

DISAGREE 

I 

1 

28.6 

•*4 

A 

I 

1  I 

1 

STROMCLY 

0ISA6RE 

1 

1 

1.6 

"if  »■»»•»  »4 

COLUMN 

83 

63 

TOTAL 

m 

•  0 

100.9 

NUMBER  Cf  HISSIMC  OBSERYATIONS  *  107 


L-6 


Table  7 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
“COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
ARE  EASIER  TO  USE" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS  PARA  HARD  ROH 


I 

1 

*  ^  * 

11 

CLERK 

21 

31 

TOTAL 

AD 

1 

I 

12 

I 

18 

I  2 

I 

32 

STRONGLY 

AGREE 

1 

1 

I 

I 

24.8 

4— 

‘-4 

2 

1 

38 

I 

38 

I  1 

I 

77 

AGREE 

I 

I 

I 

I 

59.7 

4— 

mmmmm 

-4— 

mmmmm 

•4 

3 

1 

12 

I 

6 

1 

I 

18 

DISAGREE 

I 

I 

I 

I 

14.0 

4— 

..4 

4 

1 

2 

I 

1 

I 

2 

STRONGLY 

OISAGRE 

1 

1 

I 

I 

1.6 

4— 

-4— 

mmmmm 

—4 

COLUMN 

64 

62 

3 

129 

TOTAL 

49*6 

A8.1 

2.3 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS  »  41 


Table  8 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
“COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS  SHOULD 
HAVE  BEEN  A  MORE  DRA^IC  CHANGE" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS  PARA  WARD  ROM 

I  CLERK  TOTAL 

I  II  21  31 

- 4 - ♦ - ♦ - ♦ 

II  A  I  5  1  I  9 

STRONCLY  AGREE  I  I  I  I  7*5 

2  1  12  I  22  1  II  35 

AGREE  I  I  1  I  29.2 

3  1  34  I  30  I  II  65 

DISAGREE  1  I  I  I  54.2 

4  1  8  1  3  1  1  11 

STRONCLY  OISAGRE  1  1  I  I  9*2 

COLUMN  58  60  2  120 

TOTAL  48.3  50.0  1-7  100.0 

NUMBER  OF  HISSING  OBSERVATIONS  «  50 


Table  9 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
ARE  A  DEFINITE  IMPROVEMENT" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

I 

IRNS 

PARA 

HARD 

ROH 

I 

CLERK 

TOTAL 

I 

11 

21 

31 

1 

I 

13 

I 

18 

I  3 

I 

34 

STRONGLY 

AGREE 

1 

1 

I 

I 

26.6 

-♦ 

2 

I 

38 

I 

36 

1  1 

I 

75 

AGREE 

I 

1 

1 

I 

58.6 

mmtm 

3 

I 

9 

I 

8 

1 

I 

17 

DISAGREE 

I 

I 

I 

I 

13.3 

«-♦ 

A 

I 

2 

I 

I 

I 

2 

STRONGLY 

OISACRE 

I 

I 

I 

I 

1.6 

4.^.. 

— f 

COLUMN 

62 

62 

4 

123 

TOTAL 

A8 

•4 

48.4 

3.1 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS  » 


Table  10 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
•teOMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
PROVIDE  ME  A  BETTER  PICTURE  OF  WHAT  IS  HAPPENING 
TO  THE  PATIENT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IRNS  PARA  ROW 

1  TOTAL 

I  11  21 


A9 

1 

I 

tm  m  tmmm 

8  1 

13 

I 

21 

STP0M6LY 

AGREE 

1 

1 

I 

17.1 

2 

1 

33  I 

37 

1 

70 

ACREc 

1 

I 

I 

56.9 

♦— 

3 

I 

20  1 

11 

I 

31 

DISAGREE 

1 

1 

1 

2S.2 

A 

I 

1  1 

I 

I 

STRONGLY 

0ISA6RE 

I 

4-mm 

1 

I 

•  B 

COLUMN 

62 

61 

123 

TOTAL 

SO  .A 

A9.6 

100.0 

NUMBER  CF 

MISSING 

OBSERVATIONS 

A7 

L-10 


Table  11 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
REDUCE  THE  AMOUNT  OF  PAPERWORK  I  HAVE  TO  DO" 

BY  TYPE  OF  PROVIDER 


COUNT 


TYPE 

I 

IRNS 

1 


PARA 


HARD 

CLERK 


ROH 

TOTAL 


fA 

I 

.  ^  _ 

11 

21 

31 

U 

STRONGLY 

1 

AGREE 

1 

I 

12 

I 

1 

16 

I 

I 

I 

I 

I 

29 

22.7 

AGREE 

2 

1 

I 

30 

1 

32 

I 

I 

2 

I 

I 

64 

50.D 

DISAGREE 

3 

I 

I 

16 

I 

I 

13 

I 

I 

I 

I 

29 

22.7 

STRONGLY 

A 

DISAGRE 

I 

I 

5 

I 

I 

».^A^ 

1 

I 

I 

m.^A  - 

1 

1 

„  ^A 

6 

4.7 

COLUMN 

TOTAL 

63 

49.2 

62 

48.4 

3 

2.3 

12B 

100.0 

NUMBER  OF  HISSING  OBSERVATIONS  » 


A2 


L-11 


Table  12 
FORT  JACKSON 

ClIftlCAL  NURSING  RECORDS  STUDY 
'^COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
HAVE  IMPROVED  THE  QUALITY  OF  DOCUMENTATION  ON 
MY  NURSING  UNIT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IRNS  PARA  RON 


All 

I 

1 

11 

21 

TOTAL 

1 

I 

11  I 

11  I 

22 

STRONCLY 

AGREE 

1 

I 

I 

18.0 

2 

♦— 

I 

22  I 

AO  1 

62 

ACREc 

1 

1 

1 

S0.8 

3 

4— 

I 

24  I 

10  I 

34 

DlSAkREE 

I 

I 

1 

27.9 

A 

4— 

I 

3  I 

1  1 

A 

STRORtLY 

OISAGRE 

1 

1 

1 

3.3 

NUMBER  TF 

COLUMN 

TOTAL 

HISSING 

60 

A9.2 

OBSERVATIONS 

62 

50.8 

«  A8 

122 

100.0 

L-12 


Table  13 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  NUMBER  OF  NURSING  HISTORY  QUESTIONS  IS  ADEQUATE" 
BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IRNS  PARA  ROW 

I  TOTAL 


A  t 

I 

11 

21 

0  i 

m-m.  M.  m 

1 

I 

12 

I 

12 

1 

24 

STRONGLY 

AGREE 

I 

1 

1 

20.2 

2 

I 

42 

I 

38 

I 

60 

AGREE 

I 

I 

I 

67.2 

-4 

3 

I 

5 

I 

9 

I 

14 

DISAGREE 

I 

1 

1 

11. B 

4— 

..... 

'»4» 

-4 

A 

I 

1 

I 

1 

1 

STRONGLY 

OISAGRE 

I 

I 

1 

•  8 

4— 

..4. 

-4 

COLUMN 

60 

59 

119 

TOTAL 

50.4 

49.6 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  «  51 


L-13 


Table  14 
f-ORT  JACKSON 

CUNIjGAL  NURSING  RECORDS  STUDY 
"THE  CONTENT  OF  THE  NURSING  HISTORY  QUESTIONS  IS  AS  THOROUGH 

AS  I vNEED  THEM  TO  BE" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  PARA  RDM 


1 

I 

i  — ^ 

11 

21 

TOTAL 

1 

I 

7 

I 

9  I 

16 

STRCNfiY 

AGREE 

I 

1 

I 

13.7 

2 

♦— 

1 

43 

-4- 

I 

3B  I 

B1 

AGREE 

3 

1 

♦-- > 

1 

8 

I 

-4- 

I 

] 

11  1 

69.2 

19 

DISAGREE 

4 

I 

4— 

1 

1 

I 

,-4. 

I 

1 

I 

16.2 

1 

STRONGLY 

OISAGRE 

I 

I 

1 

.9 

COLUMN 

TOTAL 

4— 

39 

50«4 

••4- 

58 

49.6 

117 

1090 

NUMBER  CF  MISSING  OBSERVATIONS  »  53 


Tkble  IS 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"ON  MY  NURSING  UNIT  THE  BLOCK  FOR  PATIENT'S  PERSONAL 
ARTICLES  AND  VALUABLES  IS  HELPFUL" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IRNS 
I 
I 

B3  - ♦ 

1  I 
I 

I 
] 

4 

3  I 

DISAGREE  1 

4 

A  1 

STRCNCLY  OISAGRE  1 


STRONCLY  AGREE 


AGREE 


COLUMN 

TOTAL 


PARA 


NARD 

CLERK 


ROW 

TOTAL 


11 

21 

31 

6 

I 

12 

1 

z 

I 

20 

I 

I 

I 

16.0 

39 

I 

42 

1 

1 

81 

I 

I 

I 

64.B 

13 

1 

7 

1 

I 

20 

I 

I 

I 

»«r4> 

16.0 

2 

1 

1 

1 

1 

I 

4 

I 

I 

1 

3.2 

60 

62 

3 

125 

48.0 

49.6 

2.4 

100.0 

NUMBER  OF  HISSING  OBSERVATIONS 


45 


% 


L-15 


Table  16 
EORT'JACKSON 

CLINICAL  HURSIHG;  RECQRPS  STUDY 
“ON;  MY.  NURSJNGi  UNIT  Mg^SJ*  NURSING  HISTORIES  ARE 
DONE  BY  NON-RN/ANC  PERSONNEL." 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 


IRNS 

I 

I 

PARA 

11 

HARD 

CLERK 

21 

31 

ROW 

TOTAL 

STRONGLY 

1 

AGREE 

I  6 

1 

1  16 

1 

!  2 
I 

»a»^ 

I 

I 

2A 

18.9 

AGREE 

2 

I  2S 

I 

1  2A 

I 

I  1 

1 

mAmmmmmm 

I 

I 

50 

39.A 

DISAGREE 

3 

1  20 

1 

1  16 

r 

1 

1 

I 

36 

28.3 

STRONGLY 

A 

DISAGRE 

I  11 

I 

I  6 

I 

I 

I 

I 

1 

17 
13. A 

COLUMN 

TOTAL 

62 

A8*8 

62 

AB.B 

3 

2. A 

127 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS^*  A3 


Table  17 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
“ON  MY  NURSING  UNIT  ALL  NURSING  ASSESSMENTS  ARE 
DONE  BY  RNs  AND  ANCs" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

I 

I  RMS 

I 

I 

PARA  WARD 

CLERK 

11  21 

31 

ROW 

TOTAL 

STRONGLY 

1 

AGREE 

I  40 

I 

I 

I 

20 

1  3 

I 

I 

I 

63 
48.  B 

AGREE 

2 

I  17 

I 

I 

I 

26 

I 

1 

I 

1 

43 

33.3 

DISAGREE 

3 

I  5 

I 

I 

I 

16 

I  1 

I 

I 

I 

20 

15.5 

STRONGLY 

A 

DISAGRE 

I 

I 

I 

I 

3 

I 

I 

I 

I 

■fc  A 

3 

2.3 

COLUMN 

TOTAL 

62 

48.1 

63 

4B.B 

6 

3.1 

129 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  »  A1 


L-17 


Table  18 
FORT  JACKSON 

CLTNICAL  NURSING  RECORDS  STUDY 
"ON  MY  NURSING  UNIT  AN  OVERPRINT  IS  USED  FOR 


THE. ASSESSMENT" 

BY  TYPE  OF  PROVIDER 

TYPE 

COUNT 

I 

IRNS 

ROH 

I 

TOTAL 

1 

11 

1 

— ♦ 

1 

I  6 

I 

6 

STRONCIV 

AGREE 

1 

I 

10*2 

2 

I  lA 

I 

lA 

AGREE 

1 

I 

23*7 

3 

1  27 

1 

27 

DISASREE 

1 

I 

A5*B 

♦-™— - 

A 

I  12 

I 

12 

STRONGLY 

D1SA6RE 

1 

1 

20*3 

COLUMN 

59 

59 

TOTAL 

100*0 

100*0 

NUMBER  OF  MISSING  OBSERVATIONS 


111 


Table  19 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"ON  MY  NURSING  UNIT  WE  OFTEN  USE  THE  HISTORY 
AND.  ASSESSMENT  CONTINUATION  SHEET" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IRNS  PARA  WARD  ROW 

I  CLERK  TOTAL 

1  II  21  31 


B7 

1 

I 

3 

I 

5 

.4— 

1 

1 

•4 

I 

9 

STRONCLY 

AGREE 

1 

I 

I 

I 

7.5 

4mm 

.4.. 

•4 

2 

1 

15 

I 

30 

1 

1 

I 

A6 

AGREE 

I 

1 

I 

I 

38.3 

4mm 

M.. 

.4« 

»4m 

-4 

3 

I 

30 

I 

IB 

I 

1 

I 

A9 

DISAGREE 

I 

1 

I 

I 

40. B 

4mm 

-4 

A 

I 

13 

I 

2 

I 

1 

I 

16 

STRONGLY 

DISAGRE 

1 

I 

1 

I 

13.3 

4mm 

.4  — 

-4 

COLUMN 

61 

55 

A 

120 

TOTAL 

50 

•8 

A5*8 

3.3 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS 


m 


30 


tab1fe.-20 
FORT  JACKSON 

CL#ic  NUlSlNG  RECORDS  STUDY 
'•OVERPRiNTii^  THE  ‘^SS'ESSMEHt  CATEGORIES  FROM  THE 
standards  of  NURSfNG  PRAlInCE  (DA  PAM  40-5) 

IS  HELpFUL  to  ME" 

BY  TYPE  OF  PROVIDER 


TYPE 


B8 

COUNT 

I 

IRNS 

I 

I 

11 

RON 

TOTAL 

1 

I 

13  I 

13 

STRONGLY 

AGREE 

I 

I 

2A.5 

2 

I 

2A  I 

2^ 

AGREE 

I 

I 

A5»3 

3 

I 

9  I 

9 

DISAGREE 

1 

1 

17.0 

A 

I 

7  I 

7 

STRONGLY 

OISAGRE 

I 

I 

13.2 

COLUMN 

TOTAL 

4~- 

\9>o 

53 

•0 

53 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  *  117 


L-2b 


Table  21 
FORT  JACKSON 

CLINIC  NURSING  RECORDS  STUDY 

"OVERPRINTING  THE  ASSESSMENT  CATEGORIES  FROM  THE  STANDARDS 
OF  NURSING  PRACTICE  (DA  PAM  40-5)  HAS  INCREASED 
MY  USE  OF  THE  CATEGORIES" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

1 

IRNS 

ROM 

I 

TOTAL 

I 

11 

1 

I 

9 

1 

9 

STRONCLY 

AGREE 

I 

I 

17.3 

— ♦ 

2 

1 

25 

I 

25 

AGREE 

I 

1 

48.1 

^mm 

3 

I 

12 

1 

12 

DISAGREE 

I 

1 

23.1 

4 

1 

6 

I 

8 

STRONGLY 

D1SA6RE 

1 

1 

11.5 

COLUMN 

52 

52 

TOTAL 

100 

1.0 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS  »  118 


L-21 


Table  22 
FORT  JACKSON 

CLINIC  NURSING  RECORDS  STUDY 
"OVERPRINTING  THE  ASSESSMENT  CATEGORIES  FROM  THE 
STANDARDS  OF  NURSING  PRACTICE  (DA  PAM  40-5) 
SHOULD  BE  CONTINUED" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS  ROM 


fs 

I 

I 

A- 

11 

TOTAL 

u 

1 

1 

12  1 

12 

STRONCLV 

AGREE 

1 

1 

23.1 

2 

I 

25  1 

25 

AGREE 

1 

4B.1 

3 

I 

10  1 

10 

DISAGREE 

I 

I 

19.2 

♦- 

4 

1 

5  I 

5 

STRONGLY 

0ISA6RE 

I 

Am 

1 

9.6 

COLUMN 

52 

52 

TOTAL 

100.0 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS  «  118 


L-22 


Table  23 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"I  LIKE  THE  IDEA  OF  THE  NURSING  HISTORY  AND  ASSESSMENT, 
IF  COMPLETED  ON  ADMISSION,  SERVING  AS  THE  ADMISSION 

NUNSING  NOTE" 

BY  TYPE  OF  PROVIDER 


TYPE 


BIl 

COUNT 

I 

IRNS 

1 

I 

11 

ROM 

TOTAL 

1 

I 

37  I 

37 

STRONGLY 

AGREE 

I 

I 

61.7 

2 

if—.. 

I 

—.4 

20  I 

20 

AGREE 

I 

I 

33*3 

3 

4—.. 

I 

.—.4 

2  I 

2 

DISAGREE 

I 

I 

3*3 

A 

1 

1  I 

1 

STRONGLY 

DISAGRE 

I 

I 

1.7 

COLUMN 

4— 

.....4 

60 

60 

TOTAL 

100 

•  0 

100*0 

NUMBER  TF  MISSING  OBSERVATIONS  «  110 


L-23 


Table. 24 
FORT  JACKSON 

CLINICAL,  NURSING.  RECORDS  STUDY 
!'P.yERrRINTIN6  THE.NURSII^G  DIAGNOSES  ONTO  THE  CARE  PLAN 

IS  HELPFUL  TO  ME" 

6Y  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 


IRNS 

ROM 

1 

TOTAL 

1 

11 

B12  - - 

-♦ 

1 

I 

27 

I 

27 

STRONGLY  AGREE 

I 

I 

46.6 

2 

I 

25 

I 

25 

AGREE 

I 

I 

43.1 

•— f 

3 

t 

5 

I 

5 

DISAGREE 

1 

I 

B.6 

A 

I 

1 

1 

1 

STRONGLY  OISA6RE 

1 

I 

1.7 

— 

—4 

COLUMN 

58 

58 

TOTAL 

100 

•0 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS  *  112 


Table  25 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
“OVERPRINTING  THE  NURSING  DIAGNOSES  ONTO  THE  CARE  PLAN  HAS 
INCREASED  MY  USE  OF  THE  DIAGNOSES" 

BY  TYPE  OF  PROVIDER 


TYPE 

COliMT  I 

IRNS  ROM 


I 

TOTAL 

1 

11 

B13 

mm  mm  mmm 

-4 

1 

I 

24 

I 

24 

STPONCLY 

AGREE 

1 

1 

42.9 

2 

I 

23 

I 

23 

AGREE 

I 

I 

41.1 

4‘ 

-4 

3 

I 

8 

I 

8 

DISAGREE 

1 

I 

14.3 

-4 

4 

1 

1 

I 

1 

STRONGLY 

DISAGRE 

1 

I 

1.8 

4 

>-4 

COLUMN 

36 

36 

TOTAL 

100.0 

100.3 

NUMBER  OF  MISSING  OBSERVATIONS  *  llA 


Table i26 
FORT  OACKSGN 

CLirjlCAt  MURSINfi:  RECORDS  STUDY 
"OVERPRINTING  THE  NURSIHG'-blASNQSES  ONTO  THE  CARE  PLAN 
-SHOULD  BE  CONTINUED" 

BY  TYPE  OF  provider 


TYPE 


COUNT 

I 

IRNS 

ROW 

1 

TOTAL 

1 

11 

BIA 

-♦ 

1 

1 

28 

I 

28 

STRONCLV 

AGREE 

1 

I 

AT. 5 

2 

I 

25 

I 

25 

ACREc 

1 

I 

A2.A 

mmm 

3 

5 

I 

5 

DISACREE 

1 

8.5 

A 

1 

1 

I 

1 

STRONGLY 

DISA6RE 

I 

1 

1.7 

.^.4. 

COLUMN 

59 

59 

TOTAL 

100 

•0 

100.0 

NUNBER  CF  MISSIMC  dB^S'ERVATlONS  «  111 


L-26 


Table  27 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
“I  READ  THE  NURSING  CARE  PLAN  TO  LEARN  THE  OVERALL 
GOALS  FOR  THE  PATIENT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IPARA  RON 

I  TOTAL 

1  21 

B15  — — 

11  16  I  16 

STRCIaICLY  agree  1  I  2S.8 

21  A2  I  42 

AGREE  1  I  67.7 

4— — — —4 

3  1  3  1  3 

DISAGREE  I  I  4.B 

4-«— — —4 

4  1  II  1 

STRONGLY  01SA6RE  1  I  1.6 

4———— 4 

COLUMN  62  62 

TOTAL  100.0  100.0 

NUMBER  OF  MISSING  OBSERVATIONS  «  108 


L-27 


Table  28 
mr  JACKSON 

CtlNICAl  NURSING  RECORDS  STUDY 
"OTHER  THAN  THE,  PATIENT  IDENTIFICATION  STAMP,  I  HAVE 
COMPLETED  SOME ; PORTIONS  0^ THE  NURSING  DISCHARGE 
SUMMARY  FOR  THE  NURSES" 

BY  TYPE  OF  PROVIDER 


COUMT 


Cl  - 

1 

STPO^CIY  AGREE 

2 

AGREE 

3 

DISAfFEE 

4 

STRPRCtY  OISAGRE 

COLUMN 

TCTAL 


TYPE 

I 

IPARA  WARD 

1  CLERK 

I _ 21  31 

1  11  1  1 

1  I  1 

I  22  1  11 

1  I  I 

I  24  1  1 

1  t  I 

I  4  I  2  1 

♦—  *  * 

61  3 
95.3  4.7 


RON 

TOTAL 


11 

17.2 

23 
35.9 

24 
37.5 

6 

9.4 

64 
130. D 


NUMBER  tf  MISSING  OBSERVATIONS  *  106 


L-28 


Table  29 
FORT  iJACKSON 

etINIGAt  NURSING  RECORDS  STUDY 
“OYHER  THAN  THE  PATIENT  IDENTIFICATION  STAMP,  THE  ENTIRE 
nursing  DISCHARGE  summary  IS  GOMPLET.ED  ONLY  BY  AN 
RN/ANC  ON  MY  NURSING  UNIT" 

BY  TYPE  OF  PROVIDER 


C2 

TYPE 

COUNT  I 

I  PARA 

I 

1 

WARD 

CLERK 

21  31 

,4— - ♦ 

RDM 

TOTAL 

1 

I  11 

I  2  1 

13 

SIRONELY 

AGREE 

1 

I  1 

20.9 

2 

1  25 

I  1  1 

26 

AGREE 

I 

I  I 

40.0 

3 

1  18  I  1 

18 

DISAGREE 

I 

1  1 

27.7 

4 

I  8 

I  1 

B 

STRONGLY 

OISAGRE 

I 

1  I 

12.3 

COLUMN 

62 

3 

65 

TOTAL 

95.4 

4.6 

100.0 

NUMBER  CF  HISSING  OBSERVATIONS  »  105 


Table  30 

mimcmH 

CUINICAL^^NURSING  .RECORDS  STUDY 
•IRURSING  DISCHARGE  ^SUHMARY  pAifORI^^^  TESl))  -  ELEMENTS 
ON  THE  FORM  ARE  THOSE  J  .WOULD;  JNCLUDE.  JN  A  .DISCHARGE 

■^NURSING  NOTE"  v 
BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  RON 


I 

TOTAL 

I 

11 

>»-4> 

1 

1 

19 

I 

19 

STRONCLY 

AGREE 

I 

1 

30.6 

' «»«»« 

-♦ 

2 

I 

40 

1 

40 

AGREE 

I 

I 

64.S 

3 

1 

2 

I 

2 

DISAGREE 

1 

I 

3.2 

4 

1 

1 

I 

1 

STRONCLY 

0ISA6RE 

1 

I 

!•& 

>  —  i»<i 

COLUMN 

62 

62 

TOTAL 

TOO 

•0 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS  >  lOB 


L-30 


Table  31 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"NURSING  DISCHARGE  SUffWRY  (DA  FORM  3888-5  TEST)  -  I  LIKE 
TO  HAVE  THE  DISCHARGE  SUMMARY  SERVE  AS  THE  NURSING 
DISCHARGE  NOTE" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

1 

IRNS 

ROM 

I 

rOTAL 

1 

11 

1 

1 

31 

I 

31 

STRONtLY 

111 

Ui 

QC 

< 

1 

I 

50*0 

.■Mi 

-♦ 

2 

I 

27 

1 

27 

AGREE 

I 

1 

43*5 

3 

I 

3 

I 

3 

DISAGREE 

I 

I 

4*B 

4^.. 

... 

4 

1 

1 

1 

1 

STRONGLY 

DISACRE 

I 

I 

1*6 

4—— 

.... 

COLUMN 

62 

62 

TOTAL 

100 

•0 

100*0 

NUMBER  CF  MISSING  OBSERVATIONS  «  108 


L-31 


Table  32 
FORT  JACKSON 

.  CLINICAL  NURSING  RECORDS  STUDY 
•'NURSING  DISCHARGE  Sl»«ARY  (DA  FORM  3888-5  TEST)  - 
IT  IS  HELPFUL  Tft  HAVE  A  COPY  FOR  THE  PATIENT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS  ROM 


I 

TOTAL 

I 

11 

►4- 

-♦ 

1 

I 

30 

I 

30 

STRONCLY 

AGREE 

1 

I 

48.4 

2 

1 

29 

I 

29 

AGREE 

1 

I 

46.8 

♦» 

-■ f 

3 

1 

2 

1 

2 

DISAGREE 

I 

3.2 

-♦ 

4 

I 

1 

I 

1 

STRONGLY 

OISAGRE 

I 

1 

1.6 

-♦ 

COLUMN 

62 

62 

TOTAL 

100.0 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  «  108 


Table  33 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  -  IT  IS 
IMPORTANT  FOR  A  NURSING  SUMMARY  TO  APPEAR  IN  THE 
OUTPATIENT  RECORD" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

1 

RON 

IRNS 

1 

TOTAL 

1 

11 

C6 

— — 

-♦ 

1 

I 

23 

I 

23 

STRONGLY 

AGREE 

1 

I 

3B.3 

2 

1 

26 

I 

26 

AGREE 

I 

I 

A3.3 

— ♦ 

3 

1 

8 

I 

B 

DISAGREE 

1 

I 

13.3 

- - 

A 

I 

3 

1 

3 

STRONGLY 

OISAGRE 

I 

1 

5.0 

COLUMN 

60 

60 

TOTAL 

100.0 

IJO.O 

NUMBER  CF  MIS5IM6  OBSERVATIONS  *  110 


L-33 


Table  34 
mr  JACKSON 

iGtlNICAt  NURSING  RECORDS  STUDY 
"NURSING ^DISCHARGE  SIMHARY'  (DA  ;FORH  3888o5  TEST)  -  THE 
NURSING  DISCHARGE .SUMMARY  .FORM  NEEDS  TO  BE  KEPT 
IN  THE  SYSTEM*’ 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

I 

IRNS 

RON 

I 

rOTAl 

1 

11 

t 

'«>♦ 

1 

I  23 

1 

23 

STRONGLY 

AGREE 

1 

I 

37.1 

2 

1  37 

1 

37 

AGREE 

I 

1 

59.7 

-♦ 

3 

1  1 

I 

1 

disagree 

1 

I 

1.6 

4—— — - 

4 

I  1 

1 

1 

STRONGLY 

DISAGRE 

1 

I 

1.6 

COLUMN 

62 

62 

TOTAL 

100.0 

100.0 

NUMBFP  OF  MISSING  OBSERVATIONS  «  108 


L-34 


Table  35 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  -  DISCHARGE 
SUMMARIES  SHOULD  BE  IN  A  MULTIDISCIPLINARY  FORMAT  SO 
PHYSICIANS  AND  OTHER  HEALTH  CARE  PROVIDERS  COULD 
MAKE  APPROPRIATE  NOTATIONS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IRNS  ROW 


I 

I 

11 

TOTAL 

11  19  I 

19 

STRONCLV 

AGREE 

I 

I 

31.1 

2 

I 

23  I 

23 

AGREE 

I 

I 

37.7 

4- 

— — 4 

3 

I 

12  I 

12 

DISAGREE 

I 

I 

19.7 

4- 

4 

I 

7  I 

7 

STRONGLY 

OISAGRE 

I 

I 

11.5 

4- 

—.——4 

COLUMN 

61 

61 

TOTAL 

100.0 

100.9 

NUMBER  CF  MISSING  OBSERVATIONS  » 


109 


lab.le  3.6 
FORI  .JACKSON 

CINICAt  NURSINa  RECORDS  STUDY 
'TOTOR'S  QROERS  MEOICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  F0Rf!l,.4?56-.l 'TEST;.  DA  FORM:  4256-2  TEST)  - 
WE  frequently  USE  THE  BUFF  COPY  ON 
NURSING  UNIT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  PARA  WARD  ROW 


I 

I 

A- - 

11 

CLERK 

21 

31 

TOTAL 

******  ■*"*  * 

**  *  *** 

1 

I 

11 

I 

8 

I  2 

1 

21 

STROMCLY 

AGREE 

I 

1 

I 

17.9 

♦— > 

2 

1 

23 

i 

29 

1  1 

I 

53 

AGREE 

I 

1 

1 

1 

45.3 

♦— 

3 

I 

20 

I 

11 

1  1 

I 

32 

DISACREE 

I 

I 

I 

I 

27.4 

4— 

— ♦ 

4 

I 

5 

I 

b 

1 

1 

11 

STRONGLY 

01SA6RE 

I 

I 

1 

I 

9.4 

COLUMN 

59 

54 

4 

117 

TOTAL 

50.4 

46.2 

3.4 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS  «  53 


Table  37 
FORT  JACKSON 

QINICAL  NURSING  RECORDS  STUDY 
"DOCTOR'S  ORDERS  NEDICATION/DOCTOR ' S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  -  I  LIKE 
NOT  HAVING  TO  RECOPY  SOME  SINGLE  ACTION  ORDERS 
ONTO  THE  THERAPEUTIC  DOCUMENTATION  CARE 
PLAN" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IRNS  PARA  HARO  ROW 


02 

I 

I 

11 

CLERK 

21 

31 

TOTAL 

**  f  *  * 

1 

I 

28 

I 

IB 

1  2 

I 

4B 

STROHCLY 

AGREE 

1 

I 

1 

I 

39.0 

4— 

.»4 

2 

I 

25 

I 

33 

1  2 

I 

60 

AGREc 

I 

I 

I 

I 

48.8 

4— 

‘•4»« 

—4 

3 

1 

6 

I 

5 

I 

I 

11 

015A£FEE 

1 

I 

1 

I 

8.9 

4— 

—4 

4 

1 

4 

I 

I 

I 

4 

STROHCLY 

01SA6RE 

I 

I 

I 

1 

3.3 

4— 

«»«■ 

•»4— • 

—4 

COLUMN 

63 

56 

4 

123 

TOTAL 

51.2 

45.5 

3.3 

100.0 

HUMBER  OF 

MISSING 

OBSERVATIONS 

a 

47 

L-37 


Table  38 


FORT  JACKSON 

CLINICAL 'NilfelNG  RECORDS  STUDY 
“DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  iiS£  THE  NURSING 
HISTORY  AND  ASSESSMENT  T&  LEARN  ABOUT  NURS-ING  ACTIVITIES 
AND  THE  PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IPROFES-  ROM 

ISIONAL  TOTAL 


XIA 

1 

«»  «»«» 

1 

1 

t 

1 

1 

1 

1  I 

1 

EVERY  PNT 

I 

I 

3.3 

2 

I 

7  I 

7 

MOST  PNTS 

I 

I 

23*3 

3 

I 

....4 

IS  I 

IS 

RARElY 

I 

I 

so.o 

A 

I 

•  ^.4 

7  I 

7 

NEVER 

I 

I 

23.3 

COLUMN 

TOTAL 

loo 

....4 

30 

.0 

30 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS  *  lAO 


Table  39 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
'TURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  11S£  THE  NURSING 
CARE  PLAN  TO  LEARN  ABOUT  NURSING  ACTIVITY  AND  THE 
PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IPROFES-  ROM 
ISIONAL  TOTAL 


I 

AI 

XIB 

•4 

2 

I 

3 

I 

3 

MOST  PKTS 

I 

I 

10*0 

4" 

—4 

3 

I 

13 

I 

13 

RARELY 

I 

I 

A3. 3 

4- 

-4 

A 

I 

lA 

I 

lA 

NEVER 

I 

I 

A6.7 

4- 

COLUMN 

30 

39 

TOTAL 

100*0 

100*9 

NUMBER  CF  HISSING  OBSERVATIONS  «  lAO 


L-39 


Table  40 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
“DURING  THE  TEST  PERIOD,  HOH  OFTEN  DID  YOU  USE  THE  NURSING 
DISCHARGE  SUMMARY  TO  LEARN  ABOUT  NURSING  ACTIVITIES  AND 
THE  PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IPROFES-  RDM 

ISIONAL  TOTAL 


XK 

• 

1 

1 

1 

e 

41 

1 

1 

1  I 

1 

EVERT  PNT 

1 

I 

3.3 

2 

1 

4  I 

4 

MOST  PNTS 

1 

I 

13.3 

3 

1 

12  I 

12 

rarely 

I 

1 

40.9 

4 

1 

13  1 

13 

NEVER 

1 

I 

43.3 

COLUMN 

....4 

30 

30 

TOTAL 

100 

.0 

100.0 

NUMBER  OF  HISSING  OBSERVATIONS 


140 


Table  41 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
“DURING  THE  TEST  PERIOD,  HOW  QEIEN  DID  YOU  USE 
THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN. 
NONMEOICATION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT 

I 

IPROFES- 

RON 

ISIONAL 

TOTAL 

XID 

I  41 

Bi  iir-iT  tir  ifr 

1 

I  6  I 

6 

EVERY  PNT 

I  1 

18.8 

2 

I  6  1 

b 

MOST  PNTS 

I  1 

IB.B 

3 

1  11  I 

11 

PIRELT 

1  I 

4 

34.4 

4 

I  9  I 

9 

NEVER 

1  1 
4 

28.1 

COLUMN 

32 

32 

TOTAL 

100.0 

100.0 

NUMBER  CF  MISSING 

OBSERVATIONS  « 

Table  42 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  ilS£ 
THE  THEMPEUTIC  DOCUMENTATION  CARE  PLAN, 
MEDICATION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IPROFES-  ROW 
ISIONAL  TOTAL 


XIE 

I  A1 

1 

I  6 

I 

6 

EVERY  PNT 

1 

I 

1B*8 

2 

1  6 

1 

6 

MOST  FNTS 

T 

1 

18.8 

3 

1  14 

1 

14 

rarely 

1 

I 

43.8 

4 

4  6 

1 

6 

NEVER 

1 

1 

18.8 

COLUMN 

TOTAL 

32 

100*0 

32 

100.3 

NUMBER  CF  HlSSkVC  OBSERVATIONS  * 


138 


L-42 


Table  43 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
“DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE  THE 

TPR  GRAPHIC?" 

BY  TYPE  OF  PROVIDER 


XIF 

COUNT 

TYPE 

I 

IPROFES- 

ISIONAL 

1  41 

-4— — 

ROM 

TOTAL 

1 

I 

23  1 

23 

EVERY  PNT 

I 

I 

71.9 

2 

1 

4  I 

4 

MOST  PNTS 

I 

I 

12.3 

3 

1 

1  1 

1 

rarely 

1 

I 

3.1 

4 

1 

4  1 

4 

NEVER 

1 

I 

12.3 

COLUMN 

TOTAL 

100 

32 

•0 

32 

100.0 

NUMBER  OF  HISSING 

OBSERVATIONS 

1  * 

L-43 


Table  44 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
'•DURING  THE  TEST  PERIOD,  HOWiQFTEN  DID  YOU  ilS£  THE 
PROGRESS  NOT€S?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IPROFES-  ROW 
ISIONAL  TOTAL 
I  41 

XIG 

II  20  I  20 

EVERr  PNT  1  1  62-5 

2  1  9  1  9 

HOST  PNTS  J  I  28.1 

3  1  2  1  2 

RARELY  1  1  6.3 

.4. 

4  1  II  1 

NEVER  1  I  3.1 

COLUMN  32  32 

TOTAL  100.0  100.0 


NUMBER  CF  MISSING  OBSERVATIONS  *  138 


Table  45 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
“DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE  THE  OTHER 
FORMS  TO  REVIEW  NURSING  CARE?" 

BY  TYPE  OF  PROVIDER 


XIH 

MOST  P^TS 


TYPE 

COUMT  I 

IPROFES* 

ISIONAL 


I  41 

2  I  ~I 

I  I 

♦ - - 


ROW 

TOTAL 


1 

20*0 


RARElY 

NEVFR 


3  1  II  1 

I  1  20.0 

♦ - - 

3  1  3 

I  60.0 

COLUMN  5  5 

TOTAL  100*0  100.0 


NUMBER  CF  MISSING  OBSERVATIONS  •  165 


L-45 


Table  46 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 

'•PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED  THE  NURSING 
HISTORY  AND  ASSESSMENT  TO  LEARN  ABOUT  NURSING  ACTIVITIES 
AND  THE  PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IPROFES-  ROM 
ISIONAL  TOTAL 

1  41 

X3A  4- 

2  1  5  1  5 

MOST  PNT5  1  1  17.2 

3  1  17  I  17 

RARElY  I  I  58.6 

4  1  7  1  7 

NEVER  f  1  24.1 

4^..  .....4 

COLUHN  29  79 

TOTAL  100.0  100.9 


NUMBER  OF  MISSING  OBSERVATIONS  «  141 


Table  47 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED  THE 
NURSING  CARE  PLAN  TO  LEARN  ABOUT  NURSING  ACTIVITIES 
AND  THE  PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IPROFES-  RDM 
ISIONAL  TOTAL 


I 

41 

X3B 

2 

1  1 

I 

1 

MOST  PATS 

I 

I 

3.4 

‘-4- 

3 

I  16 

I 

16 

RARELY 

1 

I 

55*2 

♦— — — 

—4 

4 

1  12 

I 

12 

NEVER 

I 

1 

41*4 

4....... 

—4 

COLUMN 

29 

29 

TOTAL 

100*0 

100*0 

NUMBER  CF  MISSING  OBSERVATIONS  *  141 


L-47 


Table  48 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 

"PRIOR  TO  THE  TEST  PERIOD,  HOW  OFT£N  HAD  YOU  USED  THE  NURSING 
DISCHARGE  SUMMARY  TO  LEARN  ABOUT  NURSING  ACTIVITIES  AND 
THE  PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IPROFES-  ROW 

ISIONAL  TOTAL 

1  41 

X3C 


1 

1 

1  I 

1 

EVERT  PNT 

I 

I 

3*4 

2 

1 

1  I 

1 

MOST  PNTS 

I 

I 

3.4 

3 

1 

14  1 

14 

RAREcY 

I 

I 

48.3 

4* 

4 

I 

13  I 

13 

NEVER 

I 

I 

44.8 

COLUMN 

29 

29 

TOTAL 

100.0 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS  >  141 


L-48 


Table  49 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
“PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED 
THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN, 
NONMEDICATION?" 

BY  TYPE  OF  PROVIDER 


X3D 

EVERT  PNT 
MOST  PUTS 

rarely 

NEVE  4 


TYPE 

COUNT  I 

IPROFES-  ROW 
ISIONAL  TOTAL 

_ AI 

II  II  1 

I  I  3*4 

2  1  4  1  4 

I  I  13.8 

31  14  I  14 

1  I  4B.3 

4  1  10  I  10 

1  I  34.5 

COLUMN  29  29 

total  100.0  100.0 


NUMBER  OF  HISSING  OBSERVATIONS  *  141 


L-49 


Table  50 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED 
THE  THERAPJEUTIC  OOCUHENTATIPN  CARE  PLAN,, 
MEDICATION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IPROFES-  ROW 

ISIONAL  lOTAL 


1 

A1 

X3E 

m  «•«»• 

1 

1 

I 

1 

EVERY  PNT 

1 

I 

3.A 

4-—. 

mmmm 

.«♦ 

2 

1 

A 

I 

A 

MOST  PUTS 

1 

1 

13. B 

..... 

3 

1 

16 

1 

16 

RARELY 

I 

1 

35.2 

A 

I 

8 

1 

B 

NEVER 

1 

I 

27.6 

m  mm9 

— >♦ 

COLUMN 

29 

29 

TOTAL  100.0  100.0 


NUMBER  OF  MISSING  OBSERVATIONS  *  lAl 


Table  51 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED 
THE  TPR  GRAPHIC?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IPROFES-  ROM 
ISIONAL  rOTAL 

I  41 

X3F  - - - .—4 

II  ?0  1  20 

EVERY  PNT  I  I  66*7 

4^...— 4 

2  1  5  1  5 

MOST  PKTS  I  I  16.7 

3  1  3  1  3 

RAPElY  1  I  10.0 

4— »>...4 

4  1  2  1  2 

NEVER  I  I  6.7 

4— 

COLUMN  30  30 

TOTAL  100.0  100.0 


NUMBER  OF  MISSING  OBSERVATIONS  •  140 


L-51 


s 


Table  52 
FORT  JACK50N 

CLINICAL  NURSING  RECORDS  STUDY 
PRIOR  TO  THE  TEST  PERIOD.  HOW  OFTEN  HAD  YOU  USED 
THE  NURSING  NOTES?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IPROFES-  ROW 
ISIONAL  TOTAL 
I  AI 

X3G  - — ♦ - 

II  5  1  5 

EVERY  PNT  I  I  16.7 

2  1  14  1  Ik 

MOST  PUTS  1  I  46.7 

3  1  9  1  9 

RARELY  1  I  30.0 

4— 

4  1  2  1  2 

NEVER  I  I  6.7 

f 

COLUMN  30  30 

TOTAL  100.0  100.0 

NUMBER  OF  MISSING  OBSERVATIONS  «  140 


L-52 


Table  53 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE  OTHER 
FORMS  TO  REVIEW  NURSING  CARE?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IPROFES-  RON 

ISIONAL  TOTAL 

1  41 

X3H  .-.4^— .—-.4. 

3  1  2  1  2 

RARELY  1  I  lOO.D 

■f  •4' 

COLUMN  2  2 

TOTAL  100.0  100.0 

NUMBER  OF  MISSING  OBSERVATIONS  «  16B 


L-53 


Table  54 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
“DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  -  HAVING 
TWO  SEPARATE  ORDER  SHEETS  CAUSED  MINIMAL 
DIFFICULTIES  FOR  ME" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  PARA 

1 

I  II 

03  -—.——•4— 

II  9  1 

STRONCLY  AGREE  !  1 

4— 

2  1  28  I 

AGREE  1  I 

3  i  12  t 

DISAGREE  1  I 

4— — 4- 

4  1  16  1 

STRONGLY  DISAGRE  1  1 

4— — — — 4- 
COLUHN  65 


21 

32 

5 

2 


WARD  PROFES- 

CLERK  SIONAL 

21  31  41 

5 


TOTAL 


40.6 


60 

37*5 


2 

»  «»  « 
1 


13 

4 

9 


2.5 


31 

19.4 


NUMBER  OF  MISSING  OBSERVATIONS  «  10 


ROM 

TOTAL 


37 

23.1 

74 

46.3 

21 

13.1 

28 

17.5 

160 

100.0 


L-54 


Table  55 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  -  ORDERS 
SHOULD  CONTINUE  TO  REMAIN  SEPARATED  ON  COLOR 
CODED  MEDICATION  AND  NONMEDICATION  SHEETS" 

BY  TYPE  OF  PROVIDER 


DA 


COUNT 


TYPE 

RNS 


PARA 


11 


WARD  PROFES- 

CLERK  SIGNAL 

21  31  41 


STRDNCLY 

1 

AGREE 

I 

1 

20 

1 

I 

33 

1 

1 

2 

I 

I 

4 

AGREE 

2 

I 

I 

21 

I 

1 

24 

I 

I 

1 

I 

I 

9 

DISAGREE 

3 

I 

1 

10 

I 

I 

2 

I 

1 

1 

I 

—  A  — 

5 

STRONGLY 

4 

DISAGRE 

I 

1 

13 

1 

I 

1 

I 

1 

1 

I 

1 

10 

COLUMN 

TOTAL 

64 

41.0 

63 

38.5 

4 

2.6 

28 

17.9 

♦ 

♦ 


NUMBER  OF  HISSING  OBSERVATIONS  *  14 


ROW 

TOTAL 


59 

37.8 

55 

35.3 

17 

10.9 

25 

16.0 

156 

100.0 


L-55 


Table  56 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  -  PRIOR  TO 
THE  TEST  PERIOD,  IF  UNFAMILIAR  WITH  A  PATIENT,  I  MOST 
OFTEN  DETERMINED  CURRENT  MEDICATION(S)  BY  .  . 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT  I 

IPROFES-  ROM 
ISIONAL  TOTAL 

I  41 

06  - 

II  19  I  19 

REVlcK  ALL  DR  OR  I  I  61.3 

2  1  7  1  7 

REVlcR  TO-MEO  I  I  22.6 

3  1  2  1  2 

ASK  NURSE  1  I  6.3 

4  1  3  1  3 

OTHER  I  I  9.7 

COLUMN  31  31 

TOTAL  100.0  100.3 


NUMBER  OF  MISSING  OBSERVATIONS  «  139 


L-56 


Table  57 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  - 
DURING  THE  TEST  PERIOD,  AFTER  THE  SEPARATION  OF  ORDERS, 
IF  UNFAMILIAR  WITH  A  PATIENT,  I  MOST  OFTEN  DETERMINED 
CURRENT  MEDICATION (S)  BY  .  . 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IPROFES-  ROM 


I SIGNAL 

TOTAL 

1 

I 

I 

AI 

19  I 

19 

REVIcW 

ALL  DR  OR 

1 

I 

61»3 

2 

I 

8  I 

8 

REVIEW 

TO-MED 

I 

I 

23*B 

3 

I 

1  I 

1 

ASK  NUFSE 

1 

I 

3.2 

A 

I 

3  1 

3 

OTHER 

I 

I 

9.7 

COLUMN 

31 

31 

TOTAL 

100 

•  0 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS  «  139 


L-57 


i 


Table  58 
FORT  JACKSON 

CLINICAL  NU8SING  RECORDS  STUDY 
“DOCTOR'S  ORDERS  MEDICATIQN/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  - 
IF  WE  WENT  BACK  TO  THE  'OLD'  ORDER  SHEETS,  I  WOULD 
HAVE  NO  DIFFICULTY  IDENTIFYING  COMPLETED  SINGLE 
ACTION  ORDERS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IRNS  PARA  WARD  ROW 

I  CLERK  TOTAL 


f\  fi 

I 

11 

21 

31 

Uo 

mm  mmm 

1 

I 

11 

1 

8 

1 

I 

19 

STRONCLV 

AGREE 

I 

I 

1 

I 

15.3 

•1— 

-4- 

—4 

2 

1 

28 

1 

21 

I 

1 

1 

50 

AGRFc 

I 

I 

I 

I 

40.3 

-4- 

—4 

3 

I 

20 

I 

23 

I 

2 

I 

45 

DISAGREE 

I 

1 

I 

I 

36.3 

4— 

-4- 

—4 

4 

I 

4 

I 

6 

1 

I 

10 

STRONGLY 

OISACRE 

I 

1 

1 

I 

8.1 

4— 

-4- 

•-4-« 

—4 

COLUMN 

63 

58 

3 

124 

TOTAL 

30.8 

46-8 

2.4 

100  .'0 

NUMBER  OF  MISSING  OBSERVATIONS  *  46 


L-53 


Table  59 


FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  - 
IF  WE  WENT  BACK  TO  THE  'OLD'  ORDER  SHEETS,  I  WOULD  STILL 
WANT  A  COLUMN  FOR  SINGLE  ACTION  ORDERS  TO  PRECLUDE 
MY  HAVING  TO  RECOPY  THEM  ONTO  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLANS" 

BY  TYPE  OF  PROVIDER 


COUNT 


TYPE 

I 

IRNS 


PARA 


HARD 


RON 


09 


1 

I 

11 

CLERK 

21 

31 

mA 

TOTAL 

STRONCLY 

1 

AGREE 

I 

I 

29 

I 

I 

16 

1  2 

I 

I 

I 

47 

37.6 

AGREE 

2 

I 

1 

25 

I 

I 

37 

I  1 

I 

I 

1 

•4- 

63 

50.4 

3 

I 

7 

I 

4 

1 

1 

11 

DISAGREE 

4 

1 

♦— 

I 

2 

1 

-•'f 

I 

I 

I  I  1 

I 

-♦ 

I 

8.8 

4 

STRONCLY 

OISAGRE 

COLUMN 

TOTAL 

I 

63 

50.4 

I 

58 

46*4 

1 

4 

3*2 

1 

3.2 

125 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS 


45 


L-59 


Table  60 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 

I  LIKE  BEING  ABLE  TO  DOCUMENT  (WITH  EFFECTIVENESS  CODES  OR  KEY 
WORDS)  THE  PATIENT'S  RESPONSE  DIRECTLY  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLANS" 

BY  TYPE  OF  PROVIDER 


PARA 


TYPE 

COUNT  I 

IRNS 
1 

1  II  21 

El  - - - - - ^ 

1  1  20 

STRONCLY  ACREE  I 

2  I  35 

AGREE  I 

3  1  5 

DISAGREE  1 

A  I  1 

STRONGLY  OISAGRE  I 

COLUMN  61  59 

TOTAL  50*8  A9.2 


RON 

TOTAL 


33 

27.5 

77 

6A.2 

9 

7.5 


1 

.8 

120 

100.0 


NUMBER  OF  MISSING  OBSERVATIONS  *  50 


L-60 


Table  61 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"MOST  OF  MY  DOCUMENTATION  IS  RECORDED  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLANS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IPARA 


I 

TOTAL 

I 

21 

-♦ 

1 

I 

10 

I 

10 

STRONGLY 

AGREE 

I 

I 

16*2 

^  mm  mm  m  mm 

2 

1 

31 

I 

31 

AGREE 

I 

I 

56. A 

3 

1 

13 

1 

13 

DISAGREE 

I 

I 

23.6 

4 

I 

1 

I 

1 

STRONGLY 

OISAGRE 

I 

I 

l.B 

COLUMN 

55 

55 

TOTAL 

100*0 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS 


L-61 


Table  62 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
“IN  THE  PAST,  I  USED  TO  DO  MOST  OF  MY  DOCUMENTING  ON 
THE  NURSING  NOTES  (SF  510)" 

BY  TYPE  OF  PROVIDER 


E3 

COUNT 

TYPE 

I 

I  PARA 

I 

I  21 

RON 

TOTAL 

1 

I  23  I 

23 

STRONGLY 

AGREE 

1  1 

37*1 

2 

I  36  I 

36 

AGREE 

I  1 

SB.l 

3 

1  2  I 

2 

DISAGREE 

1  I 

3.2 

4 

I  1  1 

I 

STRONGLY 

OISAGRE 

I  I 

1.6 

COLUMN 

— f 

62 

62 

TOTAL 

100.0 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  *  lOB 


L-62 


•«iec*i'n«ww«ri 


Table  63 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
“RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  TD  CARE  PLAN 
IMPROVES  MY  DOCUMENTATION  OF  PATIENT  CARE" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS 

I 


PARA 


ROM 

TOTAL 


I 

11 

21 

*•4 

1 

I 

13  1 

16 

I 

29 

STRONGLY 

AGREE 

I 

I 

I 

23*6 

4— 

—4 

2 

1 

37  I 

38 

I 

75 

AGREE 

1 

I 

I 

61*0 

4— 

‘«4 

3 

I 

11  1 

7 

1 

IB 

DISAGREE 

I 

1 

I 

1A«6 

4«- 

'••■4 

A 

1 

1  I 

1 

1 

STRONGLY 

OISAGRE 

I 

I 

I 

•  B 

»4* 

—4 

COLUMN 

62 

61 

123 

TOTAL 

50»A 

A9.6 

lOD.O 

NUMBER  OF  MISSING  OBSERVATIONS  * 


t 


Table  64 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLAM  ENCOURAGES  ME  TO  WRITE  MORE 
NURSING  ORDERS  TO  DESCRIBE  NURSING  ACTIVITIES 
WITH  THE  PATIENT" 

BY  TYPE  OF  PROVIDER 


1 

i 

i 

1 

COUNT 

TYPE 

I 

IRNS 

1 

ROW 

TOTAL 

1 

E5 

I  11 

1 

I  13  1 

13 

STRONGLY 

AGREE 

I  1 

21.0 

2 

4— — — — ♦ 

1  36  I 

36 

AGREE 

1  1 

38.1 

3 

I  12  I 

12 

DISAGREE 

1  I 

19.4 

4 

1  1  I 

1 

STRONGLY 

DISAGRE 

I  I 

1.6 

COLUMN 

62 

62 

TOTAL 

100.0 

100.0 

NUMBER  OF  HISSING  OBSERVATIONS  «  108 


L-64 

B 

I 

I 


Table  65 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"RECORDING  THE  PATIENT’S  RESPONSE  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLAN  IMPROVES  COMMUNICATION 
AMONG  NURSING  PERSONNEL" 

BY  TYPE  OF  PROVIDER 


C  A 

COUNT 

TYPE 

I 

IRNS 

I 

I 

PARA 

11 

21 

ROW 

TOTAL 

C  D 

••T 

1 

I 

13 

I  13 

1 

26 

STRONCLY 

AGREE 

1 

1 

I 

21*1 

* 

mm  mm 

->-♦ 

2 

I 

36 

1  40 

1 

76 

ai;re£ 

I 

I 

1 

61.8 

♦ 

— ♦ 

3 

1 

11 

I  8 

1 

19 

DISAGREE 

I 

I 

I 

IS. 4 

♦ 

— ♦ 

A 

I 

1 

I  1 

1 

2 

STRONGLY 

DISAGRE 

I 

A 

I 

I 

mm^ 

1.6 

COLUMN 

61 

62 

123 

TOTAL 

A9.6 

30.4 

100.0 

NUMBER  CF 

MISSING 

OBSERVATIONS  * 

47 

L-65 


Table  66 


FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
“RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PUN  IMPROVES  COMMUNICATION 
BETWEEN  NURSES  AND  OTHER  HEALTH  CARE  PROVIDERS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS  PARA  ROM 


E7 

I 

I 

11 

21 

TOTAL 

1 

I 

9 

I 

10 

I 

19 

STROMCLY 

AGREE 

I 

1 

1 

15.6 

«.4»» 

— ♦ 

2 

I 

32 

I 

43 

I 

75 

ACREc 

I 

I 

I 

61.5 

4— 

-4  — 

3 

I 

16 

I 

8 

1 

24 

DISAGREE 

1 

I 

I 

19.7 

4 

I 

3 

I 

1 

1 

4 

STRONCLY 

OISACRE 

I 

I 

I 

3.3 

COLUMN 

60 

62 

12? 

TOTAL 

49  #2 

SO.B 

100.0 

NUMBER  OF 

HISSING 

OBSERVATIONS 

C 

48 

L-66 


Table  67 


FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  TD  CARE  PLAN  HAS 
DECREASED  FRAGMENTED  DOCUMENTATION  IN  THE  RECORD" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 


IRNS 

PARA 

ROM 

1 

TOTAL 

EE 

1 

11 

21 

1 

I 

8 

I 

7 

1 

15 

STRONCl Y 

AGREE 

I 

I 

I 

12.4 

m.m,m 

-4— 

■m  m 

2 

I 

37 

1 

44 

I 

B1 

AGREE 

1 

1 

1 

66.9 

.«4— 

»«»»«•«»« 

3 

1 

8 

1 

11 

1 

19 

DISAGREE 

1 

I 

I 

15.7 

... 

— ♦ 

A 

I 

6 

I 

1 

6 

STRONGLY 

OISACRE 

I 

I 

1 

5.0 

> 

— ♦ 

COLUMN 

59 

62 

121 

TOTAL 

48 

i  *8 

51.2 

100.0 

NUMBER  CF 

MISSING 

OBSERVATIONS 

9 

49 

L-67 


Table  68 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
“RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  TO  CARE  PLAN 
ALLOWS  ME  TO  GIVE  A  MORE  THOROUGH  REPORT" 

BY  Type  of  provider 


TYPE 

COUMT  1 


E9 

IRNS 

1 

1 

11 

RDM 

total 

1 

I 

10  I 

10 

STRONGLY 

AGREE 

I 

1 

16.7 

2 

1 

33  1 

33 

AGREE 

I 

1 

35*0 

3 

1 

16  I 

16 

DISAGREE 

j 

1 

26.7 

4 

I 

1  1 

1 

STRONGLY 

OISAGRE 

I 

1 

1.7 

COLUMN 

60 

60 

TOTAL 

100.0 

100.0 

NUMBER  CjF  hissing  OSiERVATlONS  *  HO 


L-68 


Table  69 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  TD  CARE  PLAN 
GIVES  ME  A  BETTER  'PICTURE'  OF  WHAT  HAPPENED  TO 
THE  PATIENT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IRNS  PARA  RDH 


ElO 

1 

I 

11  21 

TOTAL 

1 

I 

8  1  lA  1 

22 

STROW6LV 

AGREE 

1 

I  I 

17.9 

2 

4— > 

1 

35  I  Al  1 

76 

AGREE 

1 

I  I 

61.B 

3 

4— 

1 

16  I  7  1 

23 

DISAGREE 

1 

I  I 

18.7 

A 

4— 

1 

2  I  1 

2 

STROACLY 

DISAGRE 

1 

I  I 

1.6 

NUMBER  CF 

COLUMN 

TOTAL 

MISSING 

4—— -4 
61  62 
A9.6  50«A 

OBSERVATIONS  >  AT 

123 

109.0 

Table  70 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"I  DID  NOT  DOCUMENT  PATIENT  RESPONSES  ON  THE  THERAPUETIC 
DOCUMENTATION  CARE  PLANS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 


IRNS  PARA  RON 

I  TOTAL 

1  II  21 


Ell 

1 

4— 

I 

1 

-4- 

1 

1 

•4 

I 

2 

STRONCLY 

AGREE 

1 

I 

I 

l.B 

4— 

-4- 

•4 

2 

1 

5 

I 

12 

I 

17 

AGREE 

I 

1 

1 

m4> 

15.5 

3 

1 

36 

1 

32 

1 

6B 

DISAGREE 

I 

I 

1 

61. S 

A 

1 

16 

I 

7 

1 

23 

STRONGLY 

OISAGRE- 

1 

4-f — 

1 

1 

«»4> 

20.9 

COLUMN 

38 

52 

IID 

TOTAL 

52.7 

A7.3 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS  «  60 


Table  71 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"I  HAD  MINIMAL  DIFFICULTY  RECORDING  THE  PATIENT'S 
RESPONSES  ON  THE  THERAPEUTIC  DOCUMENTATION 
CARE  PLAN" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  PARA  ROM 


12 

I 

I 

11 

21 

TOTAL 

1 

1 

8  I 

6 

I 

14 

STRONGLY 

AGREE 

1 

I 

1 

12*2 

--4 

2 

1 

35  I 

43 

I 

78 

AGREE 

1 

I 

I 

67.8 

•f— 

3 

1 

12  I 

S 

I 

20 

DISAGREE 

1 

I 

1 

>»4 

17.4 

4 

1 

3  1 

I 

3 

STRONGLY 

OISAGRE 

I 

I 

I 

2.6 

4— 

--4 

COLUMN 

58 

57 

115 

TOTAL 

50.4 

49«6 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  «  55 


L-71 


Table  72 
JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  EXPANDED  USE  OF  THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN 
(BEING  ABLE  TO  DOCUMENT  RESPONSES)  IS  A  CONCEPT  WHICH  SHOULD 
BE  AVAILABLE  TO  ALL  NURSING  PERSONNEL  WORLDWIDE" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  PARA  ROM 


E13 

1 

I 

11  21 

TOTAL 

1 

I 

16  1  13  I 

29 

STRONGLY 

AGREE 

I 

I  1 

25»  0 

2 

4— 

1 

35  1  38  I 

73 

AGREE 

1 

1  I 

62-9 

3 

4— 

1 

5  1  5  1 

10 

DISAGREE 

1 

I  1 

8*6 

4 

4— 

I 

3  1  11 

A 

STRONGLY 

DISAGRE 

I 

1  1 

3  •  A 

COLUMN 

TOTAL 

4— 

55  57 

50*9  A9*l 

116 

100.0 

NUMBER  Cf  MISSING  OBSERVATIONS  »  5A 


T 


/ 


Table  73 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  'FOLDER'  TYPE  FORMAT  OF  THE  THERAPEUTIC  DOCUMENTATION 
CARE  PLANS  IS  AN  IMPROVEMENT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT 

I 

IRNS 

PARA 

NARD 

ROW 

I 

CLERK 

TOTAL 

I 

11 

21 

31 

ElA 

-4 

1 

I 

10  I 

22 

1  3 

I 

35 

STRONCLY 

AGREE 

I 

I 

1 

1 

27.6 

..4mm. M 

-4 

2 

I 

35  I 

35 

I  1 

r 

71 

ACREc 

1 

I 

1 

I 

55.9 

.-4 

3 

1 

14  I 

A 

1 

I 

IS 

DISAGREE 

I 

I 

I 

1 

14.2 

4mm 

M..4«.ai 

—4 

4 

1 

1  I 

2 

1 

I 

3 

STRCNCLY 

D1SA6RE 

1 

I 

I 

I 

2.4 

..4....... 

COLUMN 

60 

63 

4 

127 

TOTAL 

47 

•  2 

A9.6 

3.1 

100.0 

NUHEER  OF 

HISSING 

OBSERVATIONS 

m 

43 

L-73 


Table  74 


FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
“THE  'FOLDER'  TYPE  FORMAT  OF  THE  THERAPEUTIC  DOCUMENTATION 
CARE  PLANS  SHOULD  BE  KEPT  EVEN  IF  IT  CANNOT  BE 
OVERPRINTED  WITH  ORDERS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT 

1 

IRNS 

PARA 

HARD 

ROW 

I 

CLERK 

TOTAL 

FIS 

I 

11 

21 

31 

»4> 

C  A  7 

1 

1  9 

I  15 

I  2 

I 

26 

STROfKLY 

ACREE 

I 

I 

I 

1 

21.0 

4....... 

•4....... 

-♦ 

2 

I  34 

I  33 

1  : 

I 

69 

ACREc 

I 

1 

1 

mmm 

I 

55.6 

3 

1  12 

1  9 

I 

1 

21 

OISAtoPEE 

I 

I 

1 

I 

16.9 

4 

I  4 

I  4 

I 

I 

B 

STROMCIY 

DISAGRE 

I 

I 

1 

I 

6.5 

COLUMN 

59 

61 

4 

124 

TOTAL 

47.6 

49.2 

3.2 

100.0 

NUMBER  OF 

MISSING 

OBSERVATIONS  » 

46 

L-74 


Table  75 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  'FOLDER'  TYPE  FORMAT  OF  THE  THERAPEUTIC  DOCUMENTATION 
CARE  PLANS  SHOULD  HAVE  THE  PATIENT  IDENTIFICATION 
BLOCK  PRINTED  ON  ALL  PAGES" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS  PARA  HARD  RON 

1  CLERK  TOTAL 


E16 

1 

11 

21 

31 

*■ 

1 

I 

9 

I 

19 

I 

I 

28 

STRONCLY 

AGREE 

1 

I 

1 

I 

21.7 

♦— 

-4.— 

—4 

2 

I 

28 

I 

27 

I 

1 

55 

AGREE 

I 

I 

I 

I 

A2.6 

—4 

3 

1 

20 

I 

15 

1 

2 

I 

37 

DISAGREE 

I 

I 

1 

I 

28.7 

-'4»» 

>»4-a 

'-4 

A 

I 

5 

I 

2 

1 

2 

I 

9 

STRONGLY 

DISAGRE 

I 

I 

1 

I 

7.0 

4— 

.-4— 

•»4»« 

—4 

COLUMN 

62 

63 

A 

129 

TOTAL 

A8.1 

A8.8 

3.1 

100.0 

NUMBER  UF  MISSING  OBSERVATIONS  *  A1 


i 

i 

! 

( 


Table  76 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"I  LIKE  THE  STURDIER  PAPER  ON  WHICH  THE  FORMS  ARE  PRINTED" 

BY  TYPE  OF  PROVIDER 


ROW 

total 


53 

Al*7 

64 

50.4 

B 

6.3 

2 

1.6 

127 

100.0 


NUMBER  CF  MISSING  OBSERVATIONS  »  43 


L-76 


Table  77 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"HAVING  SEPARATE  PAGES  FOR  RECURRING,  DELAYED,  OR  PRN  ACTION 
ORDERS  IS  HELPFUL  TO  ME" 

BY  TYPE  OF  PROVIDER 


Eie 


TYPE 

COUNT  1 

IRNS 

1 

I 


STRONCIY  AGREE 


AGREE 


DISAGREE 


STRONGLY 


A 

OISAGRE 

COLUMN 

TOTAL 


PARA  HARD 
CLERK 

II  21  31 

..4..... - - - - 


18 

1 

1 

_  _ 

IS 

! 

I 

3 

1 

1 

•4. 

37 

I 

33 

1 

1 

1 

I 

I 

1 

•4. 

A 

•T* 

I 

7 

1 

I 

1 

A  - 

1 

I 

•4. 

2 

1 

I 

I 

I 

M  _ 

I 

■A 

I 

»4. 

61 

58 

A 

A9.6 

A7.2 

3.3 

ROH 

TOTAL 


39 

31.7 

71 

57.7 

11 

8.9 


2 

1.6 


123 

100.0 


NUMBER  CF  MISSING  OBSERVATIONS  •  A7 


L-77 


Table  78 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
“TO  MY  KNOWLEDGE,  THERE  WERE  NO  TREATMENT  OR  MEDICATION 
ERRORS  COMMITTED  ON  MY  NURSING  UNIT  WHICH  COULD 
BE  BLAMED  ON  THE  NEW  FORMAT  OF  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLANS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  ] 

IRNS  PARA  RDW 

1  TOTAL 

I  II  21 


E19 

1 

1 

1 

1 

1 

1 

1 

I 

15 

I 

17 

I 

32 

STRONGLY 

AGREE 

I 

I 

1 

26.9 

-4 

2 

I 

3X> 

1 

31 

I 

61 

AGREE 

1 

1 

1 

51.3 

4— 

-4- 

-4 

3 

I 

13 

I 

10 

I 

23 

DISAGREE 

I 

I 

1 

19.3 

4-- > 

-4- 

•4 

A 

I 

3 

I 

I 

3 

STRONGLY 

D1SA6RE 

I 

1 

1 

2.5 

4— 

«»«»« 

.-.4- 

-4 

COLUMN 

m 

58 

119 

TOTAL 

51.3 

AB*7 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  >  51 


L-78 


1 


Table  79 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"I  WOULD  PREFER  TO  HAVE  THE  THERAPEUTIC  DOCUMENTATION  CARE 
PLANS  IN  A  SINGLE  SHEET  FORMAT  (LIKE  THE  'OLD'  TDs) 
EVEN  KNOWING  THAT  I  WOULD  HAVE  LESS  ROOM  FOR 
DOCUMENTATION" 

BY  TYPE  OF  PROVIDER 


COUMT 


E20 


TYPE 

I 

IRNS 

I 

1 


PARA 


WARD 

CLERK 


ROW 

TOTAL 


11 

.m  fa 


21 


31 


1 

I 

5 

I 

1 

1 

1 

I 

7 

STRONGLY 

AGREE 

I 

1 

1 

I 

5«8 

•f— 

-♦ 

2 

I 

2 

1 

17 

I 

1 

I 

2D 

AGREE 

1 

I 

I 

I 

16-? 

3 

1 

39 

1 

3A 

1 

I 

73 

DISAGREE 

1 

I 

I 

I 

60«B 

4— 

«♦— 

«♦ 

A 

I 

13 

I 

5 

1 

2 

I 

20 

STRONGLY 

OISAGRE 

1 

I 

1 

I 

16.7 

COLUMN 

59 

57 

A 

120 

TOTAL 

A9.2 

A7.5 

3*3 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS 


50 


M  ■ 


L-79 


Table  80 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"IF  A  SINGLE  SHEET  FORMAT  WERE  TO  BE  USED,  I  WOULD  PREFER 
A  MEDIUM  WEIGHT  PAPER  (LESS  BULKY  THAN  THE 
TESTED  PAPER)" 

BY  TYPE  OF  PROVIDER 


COUNT 


E21 

STR0N61Y 


1 

ACREE 


ACREc 


2 


3 

DISAGREE 

A 

STRGNCLY  OISAGRE 

COLUMN 

TOTAL 


TYPE 


I 

IRNS 

I 

1 


PARA 


II 

6  I  I 

1 

9  1  IT 

1 


I  37  I  35 
1  I 

4.. — 


1  6  1  A 

1  I 

58  57 

A8.T  AT. 9 


HARO 

CLERK 

21 

-4— — 


I  2 


'4— — — 
1  2 
1 


A 

3. A 


31 

-4 


4 


'4 


4 


4 


ROW 

TOTAL 


28 

23.5 

7A 

62.2 

10 

8. A 


119 

100. D 


NUMBER  OF  MISSING  OBSERVATIONS  » 


51 


Table  81 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"ALL  MEDICATION  AND  NONMEDICATPN  FORMS  SHOULD 
REMAIN  COLOR  CODED" 

BY  TYPE  OF  PROVIDER 


COUNT 


E22  - 

STRONGLY  AfaREE 


1 


2 

AGREE 

3 

DISAGREE 

COLUMN 

TOTAL 


♦ 


TYPE 

RNS 


PARA 


HARD 

CLERK 


II 


21 


31 


32  1 
I 


33 


26  I 
I 

A  I 
I 


27 

1 


62 

A8.8 


61 

A8*0 


A 

3«1 


ROH 

>OTAL 


57 

52.8 

55 
A3. 3 

5 

3.9 


127 

lOO.D 


NUMBER  OF  MISSING  OBSERVATIONS  *  A3 


L-81 


1 


Table  82 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"YELLOW  HIGHLIGHTER  USE  SHOULD  BE  REINSTATED  TO 
DISCONTINUE  ORDERS" 

BY  TYPE  OF  PROVIDER 


TYPE 


E?3 

COUNT 

1 

IRNS 

I 

1 

PARA 

11 

WARD 

CLERK 

21 

31 

•4 

ROW 

TOTAL 

1 

I  33 

I  27 

I  2 

1 

52 

STRONCLY 

AGREE 

I 

I 

I 

I 

A9.2 

2 

4——— 
1  17 

.4— — 

I  25 

I 

^4- 

I 

A2 

AGREE 

I 

I 

1 

I 

33.3 

3 

4— 

I  8 

.4— 

I  B 

.4. ....... 

I  1 

•4 

I 

17 

DISAGREE 

1 

I 

I 

1 

13.5 

A 

I  A 

1 

.4....... 

I  1 

-4 

1 

5 

STRONGLY 

OISAGRE 

1 

I 

1 

I 

A.O 

COLUMN 

TOTAL 

62 

A9.2 

69 

A7.6 

.4....... 

A 

3.2 

-4 

125 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS  *  AA 


Table  83 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  IMPROVES  COMMUNICATIONS 
CONCERNING  THE  PATIENT  AMONG  ALL  HEALTH  CARE 
PROVIDERS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IRNS  PARA  PROFES-  ROM 


1 

S13NAL 

TOTAL 

p  1 

I 

11 

21 

41 

r  1 

1 

I 

22  I 

22 

I 

13 

I 

57 

STRONGLY 

AGREE 

1 

I 

I 

I 

36.3 

2 

I 

31  i 

35 

1 

11 

I 

77 

AGREE 

1 

I 

1 

I 

49.0 

4.—, 

.-4«. 

-4 

3 

I 

8  1 

3 

I 

6 

I 

17 

DISAGREE 

1 

1 

I 

I 

lO.B 

4— 

—4— 

—4 

A 

I 

3  I 

1 

1 

2 

I 

6 

STRONGLY 

DISAGRE 

1 

I 

I 

I 

3.8 

4— 

-4— 

-4 

COLUMN 

6A 

61 

32 

157 

TOTAL 

40.8 

38.9 

23*4 

100.0 

NUMBER*  LF 

MISSING 

OBSERVATIONS 

ft 

13 

L-83 


Table  84 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  HAS  ENCOURAGED  ME  TO  BE 
MORE  THOROUGH  IN  DOCUMENTATION" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

I 

IRNS 

PARA 

ROW 

I 

TOTAL 

F2 

1 

11 

21 

.•4 

1 

i  21 

1  19 

I 

40 

STRONGLY 

AGREE 

I 

1 

1 

31.0 

-♦ 

2 

1  26 

1  4A 

I 

70 

AGREE 

I 

I 

I 

54*3 

-♦ 

3 

1  15 

I 

1 

15 

DISAGREE 

1 

1 

1 

11.& 

-♦ 

4 

1  3 

1  1 

1 

A 

STRONGLY 

OISAGRE 

1 

I 

1 

3.1 

COLUMN 

65 

64 

129 

TOTAL 

50.4 

A9.6 

103.0 

NUMBER  OF 

MISSING 

OBSERVATIONS  « 

41 

L-84 


Table  85 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  HAS  ENCOURAGED  ME  TO  BE 
MORE  CONCISE  IN  DOCUMENTATION" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  PARA 

I 

I  11 

II  19  1  lA 

STRONCLY  AGREE  I  I 

2  1  33  1  A8 

ACREc  I  I 

3  1  9  1  1 

DISAGREE  1  I 

9  1  3  1 

STRONCLY  DISACRE  I  I 

COLUMN  69  63 

TOTAL  50.9  99.6 

NUMBER  OF  MISSING  OBSERVATIONS  « 


21 


♦ 


-♦ 


93 


ROW 

TOTAL 


33 

26.0 

81 

63*8 

10 

7.9 


127 

100.0 


L-85 


Table  86 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  LESSENS  FRAGMENTING  OF 
INFORMATION  IN  THE  PATIENT  RECORD" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 


IRNS 

I 

I 

PARA  PROFES¬ 

SIONAL 

11  21 

41 

ROW 

TOTAL 

FA 

-4— -—  —  —4— 

-4 

1 

1  23 

I  18  1 

13 

I 

54 

STRONCLY 

AGREE 

I 

1  1 

I 

-4 

34.0 

AGREE 

2 

I  33 

I 

♦— — — 

I  41  1 

I  I 

12 

I 

I 

-4 

86 

54.1 

DISAGREE 

3 

I  6 

I 

I  4  I 

1  I 

- 

3 

I 

I 

-4 

13 

8.2 

4 

I  2 

I  I 

4 

I 

6 

STRONCLY 

OISAGRE 

COLUMN 

TOTAL 

1 

4——— 

64 

40»3 

I  I 

.4...... ...4.. 

63 

39.6 

32 

20.1 

1 

«-4 

3.8 

159 

100.0 

NUMBER  OF 

MISSING 

OBSERVATIONS  «  11 

L-86 


Table  87 


FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  LESSENS  THE  AMOUNT  OF 
INFORMATION  EVERYONE  MUST  DOCUMENT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  PARA  PRDFES-  ROM 


F5 

I 

I 

11 

SIONAL 

21 

41 

TOTAL 

1 

I 

18 

I 

19 

I 

A 

1 

A1 

STRONGLY 

AGREE 

I 

I 

I 

I 

25.9 

-♦ 

2 

I 

33 

I 

3A 

1 

9 

1 

76 

AGREE 

I 

I 

1 

1 

A8.1 

4— 

— — — 

-♦ 

3 

I 

10 

I 

ID 

I 

13 

I 

33 

DISAGREE 

I 

I 

I 

I 

20.9 

«>f- 

-4^ 

A 

I 

3 

I 

I 

5 

I 

8 

STRONGLY 

0ISA6RE 

I 

I 

I 

I 

5.1 

—■ 4 

COLUMN 

6A 

63 

31 

158 

TOTAL 

40*5 

39.9 

19.6 

100.0 

NUMBER  CiF  MISSING  OBSERVATIONS  »  12 


L-87 


Table  88 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  ENCOURAGES  ME  TO 
READ  NARRATIVE  NURSING  NOTES  MORE  THAN  I 
DID  IN  THE  PAST" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

1 

IPROFES- 

RDM 

ISIONAL 

TOTAL 

I 

41 

1 

I 

12 

1 

12 

STRONGLY 

AGREE 

I 

I 

37.5 

■f* 

2 

1 

10 

1 

19 

AGREE 

I 

I 

31*3 

3 

I 

6 

1 

8 

DISAGREE 

I 

I 

IB.B 

4- 

4 

1 

4 

I 

4 

STRONGLY 

01SA6RE 

I 

I 

12*5 

—4 

COLUMN 

32 

32 

TOTAL 

100*0 

100*9 

NUMBER  GF  HISSING  OBSERVATIONS  » 


138 


L-88 


rr 


Tab! a  89 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  MAKES  IT  EASIER  TO 
DETERMINE  WHAT  IS  HAPPENING  WITH  MY  PATIENT" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

I 

IPROFES* 

ROM 

ISIONAL 

TOTAL 

1 

41 

1 

I 

12  1 

12 

STRONGLY 

AGREE 

I 

I 

38*7 

2 

I 

10  1 

10 

AGREE 

I 

I 

32.3 

3 

I 

6  I 

6 

DISAGREE 

I 

4. 

I 

19.4 

A 

I 

3  1 

3 

STRONGLY 

OISAGRE 

I 

4. 

I 

9.7 

COLUMN 

31 

31 

TOTAL 

100*0 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  »  139 


L-89 


i 


Table  90 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 

“THE  INTEGRATED  PROGRESS  NOTE  HAS  SAVED  ME  TIME  IN  DOCUMENTING 
(I  FEEL  I  DON'T  NEED  TO  REPEAT  INFORMATION  PREVIOUSLY 
DOCUMENTED  BY  ANOTHER  HEALTH  CARE  PROVIDER  BECAUSE 
IT'S  ALL  IN  THE  SAME  PLACE)" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT 

I 

IRNS  PARA 

ROW 

I 

TOTAL 

1  11 

21 
•»  A 

1 

“  —  —  -  -  -  V  -  -  ^ 

I  20  1 

21  1 

A1 

STRONGLY 

AGREE 

1  1 
^  mmmm  «» «»«»  •> «»  «■» 

1 

32.5 

2 

I  33  I 

3A  1 

6T 

AGREE 

1  1 
••  •  •  •  ••  ^  • 

1 

53.2 

3 

I  10  I 

A  1 

lA 

DISAGREE 

I  I 

1 

11.1 

4 

:  2  I 

2  I 

A 

STRONGLY 

DISAGRE 

I  I 

1 

4 

3.2 

COLUMN 

65 

61 

126 

TOTAL 

51.6  AB 

•  A 

lOD.O 

^MBER  OF 

MISSING 

OBSERVATIONS  * 

AA 

L-90 


I 


Table  91 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
“THE  INTEGRATED  PROGRESS  NOTE  ENCOURAGES  ME  TO  READ  OTHER 
CARE  PROVIDERS'  NOTES" 

BY  TYPE  OP  PROVIDER 


F9 


TYPE 


COUNT 

1 

IRNS 

PARA 

1 

I 

i 

1 

M  4 
1 

21 

1 

I 

23 

1 

19 

1 

STRCMtLY 

AGREE 

1 

1 

1 

—4 

2 

I 

35 

I 

Al 

I 

AGREE 

1 

I 

I 

3 

4— 

I 

5 

I 

3 

1 

DISAGREE 

I 

I 

I 

4— 

A 

1 

2 

I 

1 

STRONGLY 

OISAGRE 

1 

I 

1 

COLUMN 

TOTAL 

65 

50.8 

63 

A9.2 

ROW 

TOTAL 


A2 

32.8 

76 

$9.A 

8 

6*3 

2 

1.6 

128 

100.0 


number  of  missing  observations  * 


L-91 


Table  92 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  SHOULD  BE  USED  AT  ALL 
ARMY  HOSPITALS" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUMT  1 


FIO 


STRONtLY  AGREE 


AGREE 


DISAGREE 


STRONGLY 


1 

I 

I 

I 

4— > 

I 

t 

4— 

I 

1 


A 

OISACRE 

COLUMN 

TOTAL 


1 

I 

4- 


s 

PARA 

PROFES- 

SIONAL 

11 

21 

4 

28 

1 

2S 

1 

10 

I 

1 

30 

1 

32 

1 

11 

1 

1 

3 

1 

2 

1 

3 

I 

1 

>  W«Ml 

—4— 

2 

1 

1 

7 

I 

I 

•4 

•4 

►4 

•4 

•4 


63 


62 

39.7 


31 

19.9 


number  cf  missing  observations 


14 


RON 

total 


6A 

42.3 

73 

46.B 

6 

5.1 

9 

5.B 

156 

100.0 


L-92 


Table  93 
FORT  JACKSON 


CLINICAL  NURSING  RECORDS  STUDY 
"I  HAD  LITTLE  DIFFICULTY  IDENTIFYING  WHO  WROTE  PREVIOUS 
NARRATIVE  NOTATIONS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 


IPROFES- 

RON 

ISIONAL 

TOTAL 

1 

41 

Fll 

1 

1 

7  1 

7 

STRONGLY 

AGREE 

1 

1 

22.6 

♦- 

2 

1 

19  I 

19 

AGREE 

I 

1 

61*3 

3 

I 

1  I 

1 

DISAGREE 

1 

I 

3.2 

•f' 

4 

1 

4  1 

4 

STRONGLY 

DISAGRE 

1 

1 

12.9 

♦ 

COLUMN 

31 

31 

TOTAL 

100  .0 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS  *  139 


L-93 


Table  94 
FORT  JACK$OH 

clintcal  nursing  records  study 

"I  HAD  NO  DIFFICULTY  DISTINGUISHING  NURSING  NOTATIONS  FROM 
THOSE  OF  OTHER  DISCIPLINES" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  PARA  PROFES-  ROM 

I  SIDNAL  TOTAL 


C_l_5 

1 

11 

21 

A1 

rlZ 

1 

I 

20 

1 

17  1 

9 

I 

A6 

STRONCtV 

AGREE 

I 

1 

1 

1 

29.5 

4— 

— ♦ 

2 

1 

38 

I 

39  I 

19 

I 

96 

AGREE 

1 

1 

I 

I 

61.5 

♦— 

►4— 

3 

I 

A 

I 

5  1 

2 

I 

11 

DISAGREE 

I 

1 

I 

1 

7.1 

A 

1 

2 

1 

I 

1 

I 

3 

STRONGLY 

01SA6RE 

1 

1 

I 

I 

1.9 

COLUMN 

6A 

61 

31 

156 

TOTAL 

Al.O 

39.1 

19.9 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS  *  lA 


FdRT  UACKSON 


CLINICAL  ,NURS|Ne  iRECOROS'^  STUOy 


NOTATIONS** 


BY  TYPE.  OF  PROVIDER 


TYPE 

COUNT 

I 

IPHDFES- 

I SIGNAL 

ROL 

I  4- 

T 

•t. 

■■"Ol  AL 

*tV  rr  -  tnim.r-it  ii-t  .n_  — 

1 

X  7 

T 

*1. 

7 

Ai:--REE 

I 

I 

r.  b 

..H  —  ^  » 

I  17 

X 

i? 

AbREE 

X 

X 

•f . . . . 

..X 

t 

X  S 

1 

4 

L'iSr-ORCE 

I 

X 

19*4 

••+ 

I  i 

X 

1 

STRONGLY  DISAGRii 

X 

I 

A  JC 

t 

"+ 

COLUNI'.] 

,  3i 

31 

TOTAL 

100*0 

100*0 

OF  MI35INC  OBSERVATIONS:  139 


FORT^Cto' 

study 


i^UNTT  SEEMED  TO  LIKE  HAVING 
NARRATIVE  NURSING  COUNTS  INTEGRATED  WITH 
OTHER  PATIENT  CARE  DOCUMENTATION" 

BY  TYPE  OF  PROVIDER 


•rOUNT 


F’.l 


£■  TRONGL'i'  mC-R.E!;-; 

ii'j  Sp'iREE 

2‘i’ROi'4{jiLV  DISAGRt"  Ji 

4' 

COLliMi-4 
TOTAL  BC-B 

OF  M.TS2IMG  DB2ERVATIUWS 


Table  97 
FORT  dACkSON 

CblNIdAl  iNURSII<G  record!  STUDY 
"0TRER*’HEAI:TH  care  providers  .g . ,  PHYSICAL  THERAPIST , 
DIETITIAN,  SOCIAL  WORKER)  SEEMED  TO  LIKE  HAVING 
NARRATIVE  NURSING  COMMENTS  INTEGRATED  WITH 
OTHER  PATIENT  CARE  DOCUMENTATION'* 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  X 

mm 

1 

I 


PARA 


•! 


;i  1 


i  I 

:;-7R;':;0LY  mCREE  X 

•i- 

f 

3  I 

r'iiiiy.OuEL  .1 


& 


X  V 


I 

’ftOi'iGLv’  DXSAGRE  I 

JL^ 

« 

COLUMN  EH- 

total  ST: .  0 


•i; 

I 

z 

-H-- 

X 

I 

■■■i- 

I 

I 


•iO 


EH- 

BCuO 


I 

.M 


1 

i 

...i. 

I 

X 

•f 

I 

X 

.L 


ROM 
V0‘!  mL 

iS 


A  y 

t  t 

16 
i'-i  ..3 


i.9 

i08 

iOO.O 


or  NI35ING  0BSERVATXDN3 : 


L-f7 


TYPE 

CO'J!'.!T  1 


IP.  NS 

?  AiFif"! 

T. 

P.C'i'i 

:r.  i 

>U 

I 

TO  i'hL 

- - 

••••■f . . 

.  * 

i. 

1 

i 

I  i 

I 

;i.<> 

I 

i..l 

<flPOWGI,-V 

AGF\EE 

I 

I 

I 

i.  , 

. 

— 

•  + 

<C 

I  R 

I 

I 

.1.9 

AGREE 

I 

I 

I 

16.1 

. . 

— 

'  + 

3 

I  37 

I 

T 

6E 

i..'.i.SAivRiu.£'. 

T 

•t. 

I 

I 

EE-i 

><U<  II 

.  .M. 

X  IH- 

I 

9 

I 

;i.3 

STROMGLY 

DISAGRE 

I 

I 

I 

i9,.E 

—  ....... 

-•i - 

“•f 

CC-LiJMM 

60 

:r*w' 

M*W 

•1  •!  C- 

•  k  .M  \l.‘ 

TOTAL 

BQ.S 

u.  {• 
1  • 

f 

M  J.. 

OF  OBSEHVATION?; : 


Tabic  99 

FORT  JAOKSON 

. 


CLINIOAU  .NURSING  RECORDS  STUDY 
“IN  MY,  OPINION,  THE:  BPTl^XiNE;  TO  EVERYTHING  WE  HAVE 


tested  IS.  . 

BY  TYPE  OF  PROVIDER 


TYPE  . .  PAGE  i  OF 


ru.)W  PCI  -  PAPA  WARD 


COL  PCT  I 
I 

i 

I 

tit 

c 

•X 

L-EKK 

3 

I 

.-.X 

ROW 

TOTAL 

■J.  I 

lii 

I 

i3S 

^  r* 

I 

m- 

"***r 

I 

263 

IHPLiSHENT  ii-KACTL  I 

I 

S2,.E. 

X 

E-  A  3 

X 

S3 .  i 

I 

I 

67  ...0 

I 

so » 0 

X 

■h 

— — 

. . . . 

•~+ 

2  I 

3 

1 

& 

I 

3 

I 

■  i2. 

GO  RACK  TC  OLD  I 

2S.0 

X 

SO  .0 

1 

2F  0 

I 

2. ‘I 

:L ;  :l 

1 

i' .  9 

1 

l’>-7 

X 

...4... 

-f- 

. . 

"•+ 

S  I 

i'+7 

I 

62 

i 

4>  .t. 

T 

4* 

Jk  Ut\/ 

I‘'iPL:“HFi'.!T  '.j  h'iiDV  I 

AvS.S 

x 

A  jC 

X 

s-o 

I 

‘•Pi-.M- 

I 

I 

3C,i 

X 

3  S’  *  3 

I 

•{- 

— - - 

-i- 

COL.UMM 

TOTAL 

261 
S2.  7 

206 

28 

F- 07 

'P9S 

100*0 

j'iUhDEB  OF  HISSING  OBSERVATIONS:  3E4 


L-99 


Table  iOO 


FORT  JACKSON 


diNicAL  Nursing  records  study 
geKemL'cBwents^  reg^Ir^^  Test  forms 


BY  type  of  provider 


COUNT  IRN 
ROM  PCT  1 
COL  PCT  I 
TAB  PCT  I 

COHMENTS  — 

1  I 

DR  ORDER  nEN  $AT 


PARA 


HARD 

CLERK 


1  1 


DR  ORO^EAST  REFER 


1 

1 

1 

I 

1 

1 

♦- 


2 

B0*0 

40.0 

11*1 


1 

1 

1 

1 


2  I 

0  I 
0*0  1 
0*0  1 
0.0  I 


0  1  11 
0«0  1  100*0  1 
0*0  1  14*3  1 

0*0  1  3*0  I 


PROFES¬ 

SIONAL 


3  1 


0 

0.0 
0*0 
0*0 
»«»« 

0 

0*0 

0*0 

0*0 


1 

1 

1 

1 

.4. 

1 

1 

1 

1 


2 

30*0 

30*0 

11*1 


0 

0*0 
0*0 
0*0  1 


1 

“4 

1 

1 

1 

1 

►4 

I 

1 

1 


4 

OR  ORD-CEN-PAPERURK 


9 

DR  ORO  1-SHEET  PREFR 


1 

1 

1 

0 

1 

0 

1 

0 

1 

1 

100*0 

I 

0*0 

1 

0*0 

1 

0.0 

I 

1 

20*0 

1 

0*0 

1 

0*0 

1 

0*0 

I 

1 

A  ■ 

3*6 

1 

0*0 

1 

0*0 

1 

0.0 

1 

1 

0 

1 

4 

1 

1 

1 

0 

•T 

1 

1 

0*0 

1 

80*0 

1 

20*0 

1 

0*0 

1 

1 

0*0 

1 

57.1 

I 

30*0 

1 

0*0 

I 

0*0 

1 

22*2 

1 

5*6 

1 

0*0 

1 

4— —•.—4— 4 —.—«.4-. «.4 


10 

DR  ORD  REOISN  COHHNT 


1 

1 

1 

1 

I 

0 

1 

0 

1 

1 

30*0 

I 

30«0 

I 

0*0 

1 

0.0 

1 

1 

20*0 

1 

14*3 

1 

0*0 

1 

0*0 

1 

I 

3*6 

1 

5'*6 

1 

0*0 

1 

0*0 

1 

4 


11 

5094  BEN  SATISFACT 


12 

309«lNPRaVES  CONMUN 


COLUMN 

TOTAL 


1 

2 

1 

1 

1 

0 

I 

3 

1 

I 

33*3 

1 

16*7 

1 

0*0 

1 

30*0 

1 

1 

40*0 

1 

14*3 

1 

0*0 

1 

73*0 

1 

I 

11*1 

1 

3’*'6 

1 

0*0 

1 

16*7 

1 

1 

0 

I 

1 

0 

1 

0 

1 

1 

0*0 

1 

100*0 

1 

0*0 

1 

0*0 

1 

1 

0*0 

1 

14*3 

1 

0*0 

1 

0*0 

1 

1 

0*0 

1 

3*6 

1 

0*0 

1 

0*0 

1 

5 

•7 

2 

4 

27*6 

36*9 

11*1 

22*2 

ROW 

TOTAL 


4 

22*2 


1 

3*6 


1 

3.6 


5 

27*8 


2 

11*1 


6 

33*3 


1 

3*6 


18 

100*0 


Table  100 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  THE  TEST  FORMS 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


COUNT 
ROM  PCT 


PARA 


HARD 

CtERK 


PROPES* 

SIONAL 


CONNENTS 


COL  PCT 
TAB  PCT 

1 

1 

1 

1 

2 

1 

^  A  ^ 

3 

14 

1 

0 

1 

0 

1 

1 

PROBLEMS 

1 

0*0 

1 

0*0 

1 

100*0 

1 

0*6 

1 

0.0 

1 

50*0 

1 

0*0 

1 

0*0 

1 

5.6 

509-M3TES  QUALITY 


509  GO  BACK  TO  SEP  N 


3888>2  nEN  COHNENT 


38SB-2  REDESIGN  CNTS 


2 

40*0 

40.0 

11«1 


>  1 
I  100*0 
1  14*3 

1  5*6 

1  2 
1  100*0 
1  28*6 
1  11*1 

1  1 
1  20f0 

I  14*3 
1  5*6 

1  3 

1  75*0 

1  42*9 

1  16*7 


1 

1 

1 

1 

I 

1 

1 

1 

1 

1 

1 

I 


1 

25*0 

50*0 

5*6 


1  0 
I  0*0 
1  0*0 
1  0*0 

1  0 
I  0*0 
1  0*0 
1  0*0 

1  2 
1  40*0 

1  50*0 

1  11*1 

1  0 
1  0*0 
1  0*0 
1  0*0 


3888-3  ♦  C3MHENTS 


COLUMN 

TdTliL^ 


1  2 
I  40«0 
1  40*0 

1  11*1 


1  1 
20*0  1 
14*3  1 

5*6  1 


5 

27*8 


7 

38*9 


RON 

TOTAL 

1 

•f 

1  1 
1  5*6 


1  11.1 
1 
1 

1 

I  27* 

1 
1 

1 

I  22* 


28  1  11  0  1  0  1  0  1 

3888-2  SPECIFIC  PROB  1  100*0  1  0*0  1  0*0  I  0*0  I 

1  20*0  1  0*0  1  0*0  1  0*0  1 

1  5*6  1  0*0  1  0*0  1  0*0  I 


0  1  2  1 
0*0  1  40*0  1 

0*0  1  50.0  1 
0*0  1  11*1  1 

2  4 

11*1  22.2 


L-101 
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Table  100 
^ORT  JACKSON 

CLINICAL  .NURSIj<G,  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  THE  TEST  FORMS 
.  BY  TYPE  OF  PROVIDER  (CONTINUED) 


COUNT  INN  PARA  MARO  PROFES** 


RON  PCT 

1 

CLERK 

S lONAL 

ROM 

COL  PCT 

1 

TOTAL 

TAB  PCT 

I 

1 

I 

2 

1 

3 

I 

4 

1 

COMMENTS 

-4- 

■4 

30 

1 

2 

1 

0 

1 

0 

1 

0 

1 

2 

3888-3-NEVER  USE 

1 

iOO.O 

1 

0*0 

1 

0*0 

1 

0*0 

1 

11*1 

1 

40.0 

I 

0*6 

1 

0*0 

1 

0.0 

1 

1 

Lia 

1 

0*0 

1 

0*0 

1 

0.0 

1 

-4- 

-4» 

•4 

31 

1 

3 

1 

1 

1 

0 

1 

2 

1 

6 

3888-%*  COMMENTS 

] 

50*0 

I 

16*7 

1 

0*0 

1 

33*3 

I 

33*3 

1 

S6*0 

1 

14*3 

1 

0*0 

1 

50.0 

I 

1 

16*7 

I 

5*6 

1 

0*0 

1 

11*1 

I 

♦- 

4" 

>«4-*< 

■4 

3A 

I 

0 

1 

1 

1 

0 

1 

0 

I 

1 

388e->A  Ml  SC  COMMENTS 

I 

0*0 

I 

100*0 

1 

0*0 

I 

0*0 

I 

5*6 

J 

0*0 

1 

14*3 

I 

0*0 

1 

0.0 

1 

1 

0*0 

1 

5*6 

1 

0*0 

1 

0.0 

1 

.  .s.  ■  • 

. 

.  ... 

R  A 

■' 

35 

1 

3 

I 

1 

1 

0 

1 

2 

1 

6 

38B8*5«  KEEP 

1 

50*0 

1 

16*7 

I 

0*0 

1 

33.3 

1 

33.3 

1 

S0*0 

1 

14*3 

1 

0*0 

I 

50*0 

I 

1 

16*7 

1 

5*6 

1 

0*0 

1 

11.1 

1 

4- 

-4- 

.•4* 

»»*«*«»* 

-4- 

-4 

30 

0 

1 

1 

1 

0 

I 

1 

1 

2 

38B8-5^RE0ESISN  CMT 

1 

0*0 

I 

50*0 

1 

0*0 

1 

50*0 

1 

11.1 

1 

0*0 

1 

14*3 

I 

0*0 

1 

25*0 

I 

1 

0*6 

1 

5*6 

1 

0*0 

I 

5*6 

I 

4- 

••4» 

>»4* 

AO 

1 

2 

1 

1 

1 

0 

I 

1 

1 

4 

TDS^KEEPsNO  CHANCES 

1 

50*0 

1 

25*0 

1 

0*0 

1 

25*0 

1 

22.2 

1 

40*0 

I 

14*3 

1 

0*0 

1 

25*0 

I 

1 

11*1 

1 

5*6 

1 

0*0 

1 

5*6 

1 

4« 

»«»«»«»«»«»« 

— 4* 

••4- 

*4 

A1 

1 

0 

1 

i 

1 

0 

1 

0 

1 

1 

TOS  REOESISN  CONNNTS 

1 

0*0 

1 

100*0 

1 

0*0 

I 

0*0 

1 

5.6 

1 

6*0 

i 

14*  5 

1 

0*0 

I 

0*0 

1 

1 

0*0 

1 

5*6 

1 

0*0 

1 

0.0 

1 

•4- 

»a»4'* 

—4- 

-4 

COLUMN 

5 

2 

4 

18 

TOTAL 

27  *0 

30*5 

11*1 

22*2 

100*0 

L-102 


Table  100 
FORT  JACKSON 

0.  rNICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  THE  TEST  FORMS 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


PACE  4  OF  4 

COUNT 
ROM  PCT 
COL  PCT 
TAB  PCT 

TYPE 

IRN 

1 

1 

1  1 

PARA 

I  2 

HARD 

CLERK 

1  3 

PROFES¬ 

SIONAL 

I  4 

1 

RON 

TOTAL 

43 

1 

0 

1 

1 

1 

0 

I 

0 

1 

1 

T0S-3L0  BETTER 

I 

0*0 

1 

100.0 

I 

0.0 

1 

0*0 

1 

5.6 

I 

0.0 

I 

14.3 

1 

0.0 

1 

0.0 

1 

1 

0.0 

1 

5*6 

1 

0.0 

1 

0.0 

1 

44 

1 

1 

I 

0 

1 

0 

1 

0 

1 

1 

TOS  OVERPRINT  COHHEN 

1 

100.0 

1 

0.0 

I 

0*0 

I 

0.0 

I 

5*6 

1 

20.0 

1 

0.0 

1 

0.0 

1 

0.0 

1 

I 

5.6 

1 

0.0 

1 

0.0 

I 

0.0 

1 

♦- 

45 

1 

2 

1 

0 

1 

0 

1 

1 

1 

3 

6EN«^SYS  CHS  CHTS 

1 

66.7 

I 

0.0 

I 

0.0 

1 

33*3 

1 

16.7 

I 

40.0 

1 

0.0 

I 

0*0 

1 

25.0 

I 

1 

11. 1 

1 

0.0 

1 

0.0 

1 

5.6 

I 

— 4- 

>a>4«Ba 

50 

1 

0 

1 

0 

1 

0 

1 

3 

1 

3 

TOS  MANT  YcLLOH  HL 

1 

0.0 

1 

0.0 

1 

0*0 

i 

100.0 

1 

16.7 

1 

0.0 

1 

0.0 

1 

0*0 

I 

75.0 

1 

1 

0.0 

I 

0.0 

1 

0.0 

1 

16.7 

1 

COLUMN 

5 

7 

2 

4 

18 

TOTAL 

27.8 

38.9 

11*1 

22.2 

100.0 

PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 

18  VALID  CASES  17  HISSING  CASES 


L-103 


vTable  Ipl 
mi  JACKSON 

GklNICAL  JURSINS  RECORDS  SJUDY 
GENERAL  COMMENTS  REGARDING,  DAj  W  3888-2  TEST  NURSING 
HISTORY  AND,  ASSESSMENT 
BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

IRN 

PARA 

WARD. 

PROFES- 

ROW  PCT 

I 

CLERK 

SIONAL 

ROW 

COL  PCT 

I 

TOTAL 

r  nuuciiT^ 

TAB  PCT 

1 

1 

1 

2 

1 

3 

I 

4 

I 

vUrin  CN  1  o 

-J 

■  nil 

•T 

24 

I 

2 

I 

1 

I 

0 

I 

2 

I 

5 

3888-2 

■t-GEN  COMMENT 

I 

40.0 

I 

20*0 

I 

•  0 

I 

40*0 

I 

50.0 

I 

66*7 

I 

25.0 

I 

.0 

I 

100.0 

1 

I 

20.0 

I 

10*0 

I 

•  0 

I 

20.0 

I 

•X 

26 

I 

0 

I 

3 

I 

1 

I 

0 

I 

4 

3888-2 

REDESIGN  CMTS 

I 

•  0 

I 

75*0 

I 

25*0 

I 

•  0 

I 

40.0 

I 

•  0 

I 

75.0 

I 

lOO.O 

1 

•  0 

I 

I 

•  0 

I 

30*0 
■1  ■■ 

I 

10*0 

I 

•  0 

I 

28 

I 

1 

I 

0 

I 

0 

I 

0 

I 

1 

3888-2 

SPECIFIC  PR08 

I 

100*0 

I 

•  0 

I 

•  0 

I 

•  0 

I 

10.0 

I 

33*3 

I 

•  0 

I 

•  0 

I 

•  0 

I 

I 

10*0 

I 

•0 

I 

•  0 

1 

•  0 

1 

COLUMN 

3 

4 

1 

2 

10 

TOTAL 

30.0 

40.0 

lO.O 

20.0 

100.0 

PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 


10  VALID  cases;  25  MISSING  CASES 


L-^IOA 


Table  102 
FORT  JACKSON 

CLINICAL  NURSINO  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  DA  FORM  3888-3  TEST 
NURSING  HISTORY  AND  ASSESSMENT  CONTINUATION 
BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

IRN 

PARA 

PROFES- 

ROW  PCT 

I 

SIONAL 

COL  PCT 

I 

TAB  PCT 

I 

1 

I 

2 

I 

4 

I 

COMMENTS 

29 

I 

2 

I 

1 

I 

2 

I 

3888-3  +  COMMENTS 

I 

40.0 

I 

20.0 

I 

40.0 

I 

I 

50.0 

I 

100.0 

I 

100.0 

I 

I 

28  •  6 

I 

14.3 

I 

28.6 

I 

30 

I 

2 

I 

0 

I 

0 

I 

3888-3-NEVER  USE 

1 

100.0 

I 

.0 

I 

.0 

I 

I 

50.0 

I 

.0 

1 

.0 

I 

I 

28.6 

I 

.0 

I 

.0 

I 

COLUMN 

4 

1 

2 

■•T 

TOTAL 

57.1 

14.3 

28.6 

ROW 

TOTAL 


71. 


28. 


7 

100.0 


PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 


7  VALID  cases;  28  MISSING  CASES 


L-105 
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Table  103 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  OA  FORM,  3888-4  TEST 
NURSING  CARE  PLAN 
BY  TYPE  OF  PROVIDER 


COMMENTS 

COUNT 
ROW  PCT 
COL  PCT 
TAB  PCT 

TYPE 

IRN 

I 

I 

I  1 

PARA 

I  2 

PROFES¬ 

SIONAL 

I  4 

I 

ROW 

TOTAL 

31 

I 

3 

I 

L 

I 

2 

I 

6 

38 88-4 > 

COMMENTS 

I 

50.0 

I 

16.7 

I 

33.3 

I 

05.7 

1  lOO.O 

I 

50.0 

I 

100. 0 

I 

' 

I 

42.9 

I 

14.3 

I 

28.6 

I 

4 — 

-4— 

-4- 

— + 

34 

I 

0 

I 

1 

I 

0 

I 

1 

3888-4 

MISC  COMMENTS 

1 

•  0 

I 

100.0 

I 

.0 

I 

IA.3 

1 

•  0 

I 

50.0 

I 

.0 

I 

I 

•  0 

I 

14.3 

1 

.0 

1 

4— 

-+- 

-• f 

COLUMN 

3 

2 

2 

7 

TOTAL 

42.9 

28.6 

28.6 

lOO.O 

PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 
7  VALID  cases;  28  MISSING  CASES 


Table  104 
FORT  JACKSON 


clinical  nursing  records  study 

GENERAL  COMMENTS  REGARDING  DA  FORM  3888-5  TEST 
NURSING  DISCHARGE  SUMMARY 
BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  IRN  PARA  PROFES- 

ROW  PCT  I  SIGNAL 

COL  PCT  I 

TAB  PCT  I  II  21  4 


COMMENTS  - 

35 

—*■- 

1 

3 

I 

1 

I 

2 

3898-5+  KEEP 

I 

50.0 

1 

16.7 

I 

33.3 

I 

lOO.O 

I 

50.0 

I 

66.7 

I 

37*5 

I 

12.5 

I 

25.0 

36 

I 

0 

I 

1 

I 

1 

3888-5+REOESIGN  CMT 

I 

.0 

I 

50.0 

I 

50.0 

I 

.0 

I 

50.0 

I 

33.3 

I 

•  0 

I 

12.5 

I 

12.5 

COLUMN 

3 

2 

3 

TOTAL 

37.5 

25.0 

37.5 

PERCENTS  ANO  TOTALS  BASED  ON  RESPONDENTS 


a  VALID  cases;  ZT  missing  CASES 


ROW 

TOTAL 

I 

♦ 

I 

I  75. 

I 

I 

♦ 

I 

I  25. 

I 

I 

■f 

100. 


L-107 
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Table  105 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 

GENERAL  COMMENTS  REGARDING  DA  FORM  4256-1  TEST  DOCTOR'S  ORDER  SHEET  MEDICATION 
AND  DA  FORM  4256-2  TEST  DOCTOR'S  ORDER  SHEET  NONMEDICATION 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  IRN  PARA  WARD  PROFES- 

ROW  PCT  I  CLERK  SIGNAL  ROW 

COL  PCT  I  TOTAL 

TAB  PCT  I  II  21  31  A  I 

COMMENTS  - + - - + - + - + 

II  21  01  01  21  4 

OK  ORDER  -i-GEN  SAT  I  50.0  I  .0  1  .0  1  50«0  I  30.B 

I  30.0  I  .01  .01  100.0  I 

I  15.4  I  .01  .01  15.4  I 

4— ^ - - - 4 - — — ._4 

3  1  0  1  II  0  1  0  1  I 

OR  ORO+EASY  REFER  I  .0  I  100. 0  I  .01  .01  7.7 

I  .0  1  16.7  I  .01  .01 

I  .0  I  7.7  I  .0  1  .0  1 

4- - —4 - — - -4- - -.-4 - - - 4 

4  1  II  0  1  0  1  0  1  I 

OR  ORO-GEN-PAPERMRK  I  100. 0  I  .01  .01  .01  7.7 

1  25.0  I  .01  .01  .01 

I  7.7  I  .01  .01  .01 

4 - - - 4- - 4 - 4 - —4 

91  01  41  II  01  5 

OR  ORO  l-SHEET  PREFR  I  .0  I  80.0  I  20.0  I  .0  I  38.5 

I  .0  I  66*7  I  100.0  1  .0  I 

I  .0  I  30.8  I  7.7  I  .0  I 

4 4-.—.— 4 - -4 - >..4 

IG  I  II  II  0  1  0  1  2 

DR  ORO  REOISN  COMMNT  I  50.0  I  50.0  I  .01  .01  15.4 

I  25.0  I  16.7  I  .01  .01 

I  7.7  I  7.7  I  .01  .01 

4 - 4 - 4 - 4 - 4 

COLUMN  4  6  1  2  13 

TOTAL  30.8  46.2  7.7  15.4  100.0 

PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 

13  VALID  cases:  22  MISSING  CASES 


L7IO8 


Table  106 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING 

DA  FORM  4677-1  TEST  THERAPEUTIC  DOCUMENTATION  CARE  PLAN  NONMEDICATION 
AND  DA  FORM  4678-1  TEST  THERAPEUTIC  DOCUMENTATION  CARE  PLAN  MEDICATION 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 
ROW  PCT 
COL  PCT 
TAB  PCT 

IRN 

I 

I 

I 

1 

PARA 

I  2 

PROFES¬ 

SIONAL 

I  4 

I 

ROW 

TOTAL 

L  Unn  cN  1  b  — 

40 

I 

2 

I 

1 

I 

1 

I 

4 

TOS+KE£P*NO  CHANGES 

I 

50.0 

I 

25.0 

I 

25.0 

I 

57.1 

I 

66*7 

I 

33.3 

I 

100.0 

I 

I 

28.6 

I 

14.3 

I 

14.3 

I 

— f 

41 

I 

0 

I 

1 

I 

0 

I 

1 

TOS  REDESIGN  COMMNTS 

I 

•  0 

I 

100.0 

I 

•  0 

I 

14.3 

I 

•  0 

I 

33.3 

1 

.0 

I 

I 

•  0 

I 

14.3 

I 

•  0 

I 

4— 

— f> 

— «• 

43 

I 

0 

I 

1 

I 

0 

I 

1 

TOS-OLO  BETTER 

I 

•  0 

I 

100.0 

I 

.0 

I 

14.3 

I 

•  0 

I 

33.3 

I 

•  0 

I 

I  .0  t  14.3  I  .0  I 


44 

I 

1 

1 

0 

I 

0 

1 

1 

TDS  OVERPRINT  COMMEN 

I 

100.0 

I 

.0 

I 

.0 

I 

14.3 

I 

33.3 

I 

.0 

I 

.0 

I 

I 

14.3 

I 

.0 

I 

•  0 

I 

•f- 

-4— 

-4— 

-4- 

COLUMN 

3 

3 

1 

7 

TOTAL 

42.9 

42»9 

14.3 

100.0 

PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 
7  VALID  cases:  28  MISSING  CASES 


Table  107 
FORT,  JACKSON 

GLINICAI^  NURSING  RECORDS  STUDY 
GENERAL  COMMENTSIREGARDING,  INTEGRATED  PROGRESS  NOTES 
'  BY  TYPE^F  PROVIDER 


TYPg 


COUNT 

IRN 

PARA 

WARD 

PROFES- 

ROW  PCT 

I 

CLERK 

SIGNAL 

ROW 

COL  PCT 

I 

TOTAL 

TAB  PCT 

I 

1 

I 

2 

I 

3 

I 

4 

I 

CUnncNIb 

■T*" 

11 

I 

2 

I 

1 

I 

0 

1 

3 

I 

6 

509+  GEN  SATISFACT 

I 

3^.3 

I 

16.7 

I 

.0 

I 

50.0 

I 

54.5 

I 

100.0 

I 

20.0 

I 

•  0 

I 

lOO.O 

I 

1 

18.2 

I 

9.1 

I 

.0 

I 

27.3 

I 

12 

I 

0 

I 

1 

I 

0 

I 

0 

I 

1 

509+IMPR0V6S  COMMUN 

1 

•  0 

I 

100.0 

I 

.0 

1 

•  0 

I 

9.1 

I 

•  0 

I 

20.0 

I 

.0 

I 

.0 

I 

I 

•  0 

I 

9.1 

I 

.0 

I 

.0 

I 

Ik 

1 

0 

I 

0 

I 

1 

I 

0 

I 

1 

509-  GEN  PROBLEMS 

I 

•  0 

I 

.0 

I 

100.0 

I 

•  0 

I 

9.1 

I 

•  0 

I 

•  0 

I 

100. 0 

1 

.0 

I 

I 

•  0 

I 

.0 

I 

9.1 

I 

.0 

I 

20 

I 

0 

I 

1 

I 

0 

I 

0 

I 

1 

509-NOTeS  QUALITY 

I 

•  0 

I 

100.0 

I 

.0 

1 

.0 

I 

9.1 

I 

•  0 

I 

20.0 

I 

.0 

I 

.0 

I 

1 

•  0 

1 

9.1 

I 

•  0 

I 

.0 

I 

+- 

— — — 

-■ f- 

-♦ 

22 

I 

0 

1 

2 

I 

0 

I 

0 

I 

2 

509  GO  BACK  TO  SEP  N 

I 

•  0 

I 

100.0 

I 

.0 

I 

.0 

I 

18. i 

I 

•  0 

I 

40.0 

I 

•  0 

I 

•  0 

I 

I 

•  0 

I 

18.2 

I 

.0 

I 

.0 

I 

.-4,. 

— — — 

.-4. 

COLUMN 

2 

5 

1 

3 

11 

TOTAL 

18.2 

45.5 

9.1 

27.3 

100. ( 

PERCeNTS  AND  TOTALS  BASED  ON  RESPONDENTS 
LI  VALID  cases:  2k  HISSING  CASES 


L-110 


( 

i 

i 


Table  108 
FORt  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
CURRENT  DUTY  ASSIGNMENT 
BY  TYPE  OF  PROVIDER 

TYPE 


COUNT 

1 

IRNS 

PARA 

RDM 

1 

TOTAL 

1 

11 

21 

-♦ 

1 

1  47  I 

I 

47 

CLIN  STA'F  NURSE 

1 

1 

1 

39.5 

4— 

mmm 

-♦ 

t. 

I 

7  1 

1 

7 

CLIN  HEAD  NURSE 

1 

I 

I 

5.9 

4—... 

....4.... 

... 

3 

i 

1  I 

1 

1 

CLIN  NURSE  SPEC 

I 

I 

I 

4 

I 

5  I 

I 

5 

SPEC  PRACTICES 

I 

I 

I 

4.2 

4^... 

a***** 

...•4 

5 

1 

1  1 

1 

1 

SECT  SUPV 

1 

I 

1 

.8 

4—.... 

....4.... 

— ♦ 

6 

1 

1  I 

I 

1 

CH-ASST  CM  NURSE 

1 

I 

1 

•  B 

....4.... 

.... 

— ♦ 

8 

1 

I 

14 

1 

14 

91A-A10E 

1 

I 

I 

11.8 

4m.  M 

-«♦ 

9 

1 

1 

4 

1 

4 

91B 

1 

I 

1 

3.4 

.....4 

10 

I 

1 

35 

1 

35 

91C  PRACT  NRS 

1 

I 

I 

29.4 

4m.. 

....4**** 

»»»< 

— ♦ 

11 

1 

1 

4 

1 

4 

91P-PSYCH  TECH 

1 

I 

I 

3.4 

♦ 

— ♦ 

COLUMN 

62 

57 

119 

TOTAL 

52 

•I  47.9 

100.0 

NUMBER  OF  MISSING 

OBSERVATIONS  » 

51 

L-111 


Table  109 
fpRT  JACKSON 

CLINIGAl, NURSING  RECORDS  STUDY 
"ARE.  YOU  A  WARDMASTER?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT 

1 

IPARA 

ROW 

I 

TOTAL 

I 

21 

•• 

-♦ 

1 

I  3 

I 

3 

YES 

I 

I 

5.7 

2 

1  BO 

I 

50 

NO 

1 

I 

9A.3 

COLUMN 

B3 

53 

TOTAL 

100.0 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  *  117 


Table  110 


FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 

4- 

PRIMARY  INPATIENT  NURSING  UNIT 
BY  TYPE  OF  PROVIDER 


TYPE 

COUNT 

I 

IRNS 

PARA 

HARD 

RON 

I 

CLERK 

TOTAL 

1 

11 

21 

31 

n  j 

1 

1 

11 

1 

9 

I  1 

I 

21 

SURG  UNIT 

1 

1 

I 

I 

17.4 

... 

-4- 

•-4-«—— «• 

-4 

2 

1 

5 

I 

7 

1  1 

I 

13 

PSYCH  UNIT 

I 

1 

1 

I 

10.7 

3 

1 

7 

I 

8 

1  1 

I 

16 

MED  UNIT 

I 

I 

I 

I 

13.2 

•4 

4 

I 

2 

1 

11 

I 

I 

13 

COMBINED  MED  SUR 

I 

I 

1 

1 

10.7 

mtmm 

-4- 

'-4——  — 

«-4 

5 

I 

2 

I 

4 

1 

I 

6 

PEOS  UNIT 

I 

I 

1 

I 

5.0 

4^.. 

-4- 

—4 

6 

I 

13 

I 

11 

I 

I 

24 

ALL  KU  S 

1 

I 

1 

I 

19.8 

4— 

-4- 

—4 

7 

1 

11 

1 

6 

I 

I 

17 

LCD  NBN  OQST  PAR 

I 

I 

1 

I 

14.0 

'•-4- 

'«4 

8 

I 

4 

1 

I 

I 

4 

OR  AMES 

1 

1 

I 

I 

3.3 

4.... 

m.mm 

.-4. 

—4 

9 

I 

3 

I 

3 

I  1 

1 

7 

OTHER 

1 

I 

1 

I 

8.3 

4*.m 

—4 

COLUMN 

88 

89 

4 

121 

TOTAL 

47 

•  9 

4B»B 

3*3 

100.0 

NUMBER  IF  MISSING  OBSERVATIONS  » 


49 


Table  111 
FORT  JACKSON 

A 

CLINICAL  NURSING  RECORDS  STUDY 
NUMBER  OF  Y£ARS  WORKED  AS  A  REGISTERED  NURSE 
BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS 

1 

I 

1  1 


2  I 
I 

3  I 


II 

5  I 
I 

6  I 
1 

A  1 


A  I 
1 


3  I 
1 


3  1 

1 

+• 

6  I 
I 

+- 

7  I 
1 

4- 

8  I 
1 

4- 

9  I 
I 

4- 

10  I 
1 

4- 

11  1 


3  1 

I 

2  1 
I 

3  I 
I 

3  I 
I 

3  I 
1 

.—•4 

1  I 
I 

.—4 

1  I 
I 


12  1 
I 

4- 

13  I 
I 

4- 


A  I 
1 

1  I 
I 


ROM 

TOTAL 


5 

9.6 

6 

11.3 

A 

7.7 
3 

5.8 
3 

5.8 
2 

3.8 
3 

5.8 
3 

3.8 

3 

3.8 
1 

1.9 
1 

1.9 

A 

7.7 

1 

1.9 


RON 

TOTAL 


2 

3.8 
1 

1.9 
3 

5.8 
2 

3.8 
1 

1.9 
A 

7.7 

52 

100.0 


NUMBER  CF  MISSING 
OBSERVATIONS  «  118 


L-11A 


Table  112 


FORT  JACKSON 

CLINiCAL  NURSING  RECORDS  STUDY 
CORPS  AFFILIATION 
BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

1 

IPROFES- 

ISIONAL 

1  AI 

.4.. 

RON 

TOTAL 

1 

I 

4  I 

A 

AMSC-tIV 

I 

I 

12.1 

3 

1 

28  I 

28 

MC-CIV 

1 

I 

....4 

BA.B 

A 

I 

1  I 

1 

MSC-CIV 

COLUMN 

I 

1 

33 

3.0 

33 

TOTAL 

100 

•0 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  «  137 


tableaus 
f:O.RT  JACKSON 
NURSING  RECORDS  STUDY 
NUMBER  OF  YEARS  WORKED  WITH  ARMY  INPATIENT 
MEdiCAL  RECORbS/DOGUMENTATION 
BY  TYPE  OF  PROVIDER 


COUMT 

H6  - 

1 

2 

3 

A 

5 

6 

7 

8 

9 

10 

12 

13 

lA 

(eoMtlNtEDI 


ROW 

TOTAL 


26 

20.0 

22 

16.9 

13 

10.0 

A 

3.1 

11 

8.8 

10 

7.7 

A 

3.1 

6 

A. 6 
6 

A. 6 
A 

3.1 


2. 

1 

•  8 


to  K>  to  to 


Table  113 
FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
NUMBER  OF  YEARS  WORKED  WITH  ARMY  INPATIENT 
MEDICAL  RECORDS/DOCUMENTATION 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


H6 


COUNT 


16 


17 


18 


19 


20 


COLUMN 

TOTAL 


TYPE 

1 

IRNS  PARA  HARD 

I  CLERK 

I  II  21 


PRDFES 

SIONAL 

31 

I  2 


4 


,4— 

31 

23.8 


41 

-4 


4 


4 


■4 


ROW 

TOTAL 


2 

1.5 

2 

1.8 

1 

•  8 

3 

2.3 
2 

1.8 

7 

8.4 

130 

100.0 


NUMBER  OF  MISSING  OBSERVATIONS 


m 


40 


.  Tableau 
^  FORT  JACKSON 

CLINICAL  NURSING  RECORDS  STUDY 
FINAL  GENERAL  COfflENTS 
BY  TYPE  ;OF  PROVIDER 


TYPE 

COUNT 

IRN 

PROFES¬ 

ROW  PCT 

I 

SIONAL  ROW 

COL  PCT 

I 

TOTAL 

TAB  PCT 

DAiU  iir  Al  *r  c 

I 

II  4  1 

IMMENTS  - 

— f~ 

— f- 

45 

I 

2 

I 

1 

I 

3 

G6N4SYS  CHG  CMTS 

I 

66.7 

1 

33.3 

I 

60.0 

I 

LOO.O 

I 

33.3 

I 

I 

4C.0 

I 

20.0 

I 

— ♦* 

50 

I 

0 

I 

3 

I 

3 

TOS  WANT  YELLOW  HL 

I 

•  0 

I 

100.0 

I 

60.0 

I 

•  0 

I 

100. 0 

I 

I 

•  0 

I 

60.0 

I 

COLUMN 

2 

3 

5 

TOTAL 

o 

• 

o 

60.0 

o 

• 

o 

o 

PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 


5  VALID  cases;  30  MISSING  CASES 


APPENDIX  M 

CNR  Study  Test  Site  Personnel  Survey  Responses 
Fort  Polk,  Louisiana 


W-1 


Table  1 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
TYPE  Of  RESPONDENT 


VALUE  LA9EL 

VALUE 

FREGUENCY 

PERCENT 

VALID 

PERCENT 

CUM 

PERCENT 

RNS 

1 

SO 

41.7 

41.7 

41.7 

PARA 

2 

57 

39.6 

39.6 

81.3 

WARD  CLERK 

3 

8 

5.6 

5.6 

86. 8 

PRUFES-  SIQNAL 

A 

19 

13.2 

13.2 

100.0 

TOTAL 

lAA 

100. D 

100.0 

VALID  CASES  1A4  MISSIMG  CASES  0 


Table  2 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS  SAVE 
ME  NURSING  DOCUMENTATION  TIME"  BY  TYPE  OF  PROVIDER 

TYPE 

COUNT  1 

IRNS  PARA  R3W 


A1 

I 

1 

11 

21 

TOTAL 

1 

1 

37 

1 

22 

1 

59 

STRDWtLY 

AGREE 

1 

1 

1 

54.1 

.-4-.. 

2 

I 

19 

I 

24 

1 

43 

ACREc 

I 

1 

1 

39.4 

4- 

...... 

.-4— 

—4 

3 

1 

1 

1 

5 

1 

6 

DISACFFE 

1 

1 

1 

5.5 

4- 

..4., 

—4 

4 

i 

1 

1 

I 

1 

STROWCLY 

OISAGRE 

1 

I 

1 

•  9 

4- 

..4.. 

COLUMN 

58 

51 

109 

TOTAL 

53.2 

46. S 

100.0 

NUMBFR  tF 

MISSING 

OBSERVATIONS 

35 

M-2 


Table  3 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
HELP  AVOID  WRITING  SAME  INFORMATION  SEVERAL 
PLACES" 

BY  TYPE  OF  PROVIDER 


TYPE 


A2 

COUNT 

I 

IRNS 

I 

1 

PARA 

11 

WARD 

CLERIC 

21 

31 

RON 

TOTAL 

■  a  ■ 

• 

1 

I 

35 

1 

2A 

1 

4 

I 

63 

STRONGLY 

AGREE 

I 

1 

1 

I 

54.3 

— - 

—4- 

2 

I 

20 

1 

24 

1 

4 

1 

48 

AGREE 

I 

1 

1 

I 

41.4 

... 

.-4— 

3 

I 

1 

2 

I 

1 

2 

DISAGREE 

I 

1 

1 

I 

1.7 

...... 

A 

I 

3 

I 

I 

I 

3 

STRONGLY 

DISAGRE 

1 

1 

1 

I 

2.5 

•  »«»• 

— f- 

COLUMN 

58 

50 

B 

115 

TOTAL 

50.0 

43.1 

5.9 

100.0 

NUMBER  (3F  MISSIMC  OBSERVATIONS  *  2B 


Table  4 
FORT  POLK 


CLINICAL  NURSING  RECORDS  STUDY 
‘XOMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
IMPROVE  COMMUNICATIONS  ABOUT  THE  PATIENT  AMONG 
NURSING  PERSONNEL" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IRNS  PARA  ROW 

i  TOTAL 

1  II  21 

1^3  - 4 - 4 - ♦ 

11  14  I  8  1  22 

STRONtLY  AGREE  1  1  I  20.2 

2  1  34  1  36  1  70 

AGREE  I  1  1  64.2 

4.. ...... 4. ....... 4 

3  1  9  1  5  1  14 

DISAGREE  1  I  I  12.8 

4 - ..4. — - 4 

4  1  11  2  1  3 

STRC^tlY  OISAGRE  1  1  I  2.8 

4. — .....4. ...... .4 

COLUMN  58  51  109 

TOTAL  53.2  46.8  103.0 

NUMBER  CF  MISSING  OBSERVATIONS  *  35 


Table  5 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS  IMPROVE 
COMMUNICATIONS  ABOUT  THE  PATIENT  BETWEEN  NURSING  AND 
OTHER  HEALTH  CARE  PROFESSIONALS" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

I 

IRNS 

I 

1 

PARA 

J1  21 

RDM 

TOTAL 

1 

I 

16  I 

7  1 

23 

STRONGLY 

AGREE 

I 

I 

1 

21*1 

2 

I 

<»«» 

30  I 

28  I 

58 

AGREE 

1 

I 

I 

53*2 

3 

I 

9  I 

lA  I 

23 

DISAGREE 

1 

1 

1 

21.1 

4 

4.... 

1 

— — 

3  1 

2  1 

5 

STRONGLY 

OISAGRE 

1 

I 

1 

A.b 

COLUMN 

TOTAL 

53 

58 

•  2 

51 

A6.B 

109 

109.0 

NUMBER  C’F  MISSING  OBSERVATIONS 


9 


35 


Table  6 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“COMPARED  TO  THE  OLD  SYSTEM.  I  FEEL  THE  TEST  FORMS 
ENCOURAGE  ME  TO  USE  THE  NURSING  PROCESS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COl'MT  I 

JRKIS  ROW 

I  rOTAL 

1  11 

^5  - 4 - - 

II  18  I  18 

STRPNCLY  AGREE  1  1  31.5 

4.,. •..—  4 

2  1  32  I  32 

AGREE  I  I  56.1 

3  1  6  1  5 

DISAGRFE  1  1  10.5 

4 - - - 4 

A  I  II  1 

STRONCLY  OISAGRE  1  1  l.B 

4 - 4 

COLUMN  57  57 

TOTAL  100.0  100. D 


NUMBER  Lf  MISSING  OBSERVATIONS  ^  87 


M-6 


Table  7 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
ARE  EASIER  TO  USE" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRKS  PARA  HARD  ROW 

1  CLERK  TOTAL 


1 

11 

21 

* 

31 

.■—■A, 

1 

I 

2A 

1 

2A 

1 

? 

I 

50 

strdncly 

ACREE 

1 

I 

1 

1 

A1.7 

4- 

..4.. 

..4.. 

—4 

2 

I 

3G 

1 

2A 

1 

6 

I 

60 

AGREE 

1 

I 

1 

1 

50.0 

4- 

,.4. 

..4.. 

—4 

3 

1 

3 

I 

b 

1 

I 

9 

DISAGFEE 

1 

1 

1 

1 

7.5 

4- 

...... 

..4. 

•-4 

A 

1 

1 

I 

1 

1 

1 

STRONCIY 

OISA6RE 

1 

I 

1 

I 

•  8 

4“ 

...... 

—4. 

..4.. 

—4 

COLUMN 

58 

5A 

8 

120 

TOTAL 

AS.  3 

A5.0 

6.7 

100.0 

NUMBER  tf  MISSING  OBSERVATIONS  »  2A 


M"7 


Table  8 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE-  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS  SHOULD 
HAVE  BEEN  A  MORE  DRASTIC  CHANGE" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

1 

IRNS 

I 

1 

11 

PARA 

HARD 

CLERK 

21 

31 

RON 

TOTAL 

STRONCLY 

1 

AGREE 

I  1 

I 

1 

1 

1 

I 

1 

►•t 

I 

I 

2 

1.8 

AEREc 

2 

I  5 

I 

I 

1 

>  ^  A 

10 

I  A 

I 

1 

1 

19 

16.8 

DISAEFEE 

3 

I  AO 

1 

1 

I 

37 

1  A 

1 

I 

1 

81 

71.7 

STRC^^l-LY 

A 

01SA6RE 

1  9 

1 

^  ^  — - 

1 

1 

>  ^  A 

2 

I 

1 

I 

I 

11 

9.7 

COLUMN 

TOTAL 

55 

A8.7 

50 

AA.2 

B 

7,1 

113 

100.0 

NUMBER  IF  MISSIMC  OBSERVATIONS 


9 


31 


Table  9 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
ARE  A  DEFINITE  IMPROVEMENT" 

BY  TYPE  OF  PROVIDER 


COUNT 


A8 


STRONCIY  AGREE 
AGREE 

disagree 


TYPE 

RNS  PARA  WARD  ROM 

clerk  total 

_ _  3! 

?  I  35 
I  2^,2 


STRONGLY  OISAGRE 


20 

35 

2 

1 


13 

35 

b 


COLUMN  58  *  5A 

total  48.3  45.0 


i  I  75 
I  63.3 

1  8 
I  6.7 

I  1 
I  .8 

3  120 

S*7  100.3 


number  tf  MISSING  OBSERVATIONS  »  24 


Table. 10 
.FQRT  PQbK 

CUINICAL. NURSING  -RECORDS  STUDY= 

'.'CP^ARED  JQ'iTHE'  QLO  sSYSTEM,  I  FEEL-THC  TEST  FORMS 
PROVIDE  ME  A  BETTER  PICTURE  . OF. WHAT  IS  HAPPENING 
TO  THE  PATIENT" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

1 

IRNS 

I 

1 

PARA 

11 

21 

ROW 

TOTAL 

I^V  ••••••• 

1 

1  9 

I 

9 

I 

18 

STRPVGIY  AGREE 

J 

1 

I 

18.2 

2 

4—  —  — 

I  38 

I 

34 

I 

72 

AGRFc 

I 

1 

1 

64.9 

3 

1  9 

I 

9 

— ♦ 

1 

IB 

DISAGREE 

I 

1 

1 

18.2 

4....... 

«»»  « 

4 

1  1 

I 

2 

1 

3 

STRORILY  01SA6RE 

I 

1 

1 

2.7 

COLUMN 

TOTAL 

57 

51.4 

»  »  ^  «»  »»  * 

48 

54 

.5 

111 

109.0 

NUMBER  OF  MISSING 

OBSERVATIONS  « 

33 

M-10 


Table  11 

fort  polk 

CLINICAL  NURSING  RECORDS  STUDY 
“COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
REDUCE  THE  AMOUNT  OF  PAPERWORK  I  HAVE  TO  DO" 

BY  TYPE  OF  PROVIDER 


number  cf  MISSING  observations  ^  25 


Table  12 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“COMPARED  TO  THE  OLD  SYSTEM,  I  FEEL  THE  TEST  FORMS 
HAVE  IMPROVED  THE  QUALITY  OF  DOCUMENTATION  ON 
MY  NURSING  UNIT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IRNS  PARA  ROW 

I  TOTAL 


A  t  1 

1 

11 

21 

All 

••T 

1 

I 

11 

1 

15 

1 

26 

STRONGLY 

AGREE 

1 

I 

I 

23.8 

-4 

2 

I 

38 

I 

27 

I 

65 

AGREE 

I 

I 

1 

59.1 

+— 

-4 

3 

I 

6 

I 

b 

1 

12 

DISAGREE 

I 

I 

1 

10.9 

+— 

-•■f 

-4 

4 

1 

2 

1 

5 

1 

7 

STRONGLY 

DISAGRE 

I 

1 

1 

6.4 

4  — 

•4 

COLUMN 

87 

53 

110 

TOTAL 

81.8 

4B.2 

100.0 

NUMBER  f;F  MISSING  OBSERVATIONS  »  3A 


M-12 


Table  13 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  NUMBER  OF  NURSING  HISTORY  QUESTIONS  IS  ADEQUATE" 
BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

I 

IRNS 

1 

1 

PARA 

11 

21 

R3H 

TOTAL 

1 

1  15 

I 

ID 

1 

25 

STRONGLY 

AGREE 

I 

1 

I 

2A.0 

4....... 

2 

I  22 

1 

33 

I 

55 

ACREc 

I  I 

1 

52.9 

3 

1  16 

I 

7 

I 

23 

DISAGREE 

I 

I 

1 

22.1 

..4- 

A 

1  1 

1 

I 

1 

STRONGLY 

r»ISAGRE 

I 

I 

I 

1.0 

4.-—.— 

.-4. 

— ♦ 

COLUMN 

5A 

5D 

lOA 

TOTAL 

51  .9 

AB.l 

lOD.O 

» 


NUMBER  (T  MISSING  OBSERVATIONS 


AO 


! 

i 


Table  14 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  CONTENT  OF  THE  NURSING  HISTORY  QUESTIONS  IS  AS  THOROUGH 

AS  I  NEED  THEM  TO  BE" 

BY  TYPE  OF  PROVIDER 


j 

TYPE 

COUNT  I 


RNS  PARA  ROW 

T3TAL 


I 

ft  0 

I 

11 

21 

!  B? 

STRONGLY 

1 

AGREE 

1 

I 

10 

1 

1 

B 

I 

1 

^  ^  A 

IB 

17.5 

AGREE 

2 

1 

1 

23 

I 

I 

32 

1 

1 

55 

53.4 

DISAGREE 

3 

I 

I 

20 

I 

1 

8 

1 

1 

2B 

27.2 

i 

STRONHY 

4 

OISAGRE 

1 

I 

1 

I 

I 

.-4  — 

1 

I 

1 

— ♦ 

2 

1.9 

COLUMN  49  103 

TOTAL  5?. A  47.6  100.0 


NUMBER  CF  MISSING  OBSERVATIONS  >  41 


M-14 


Table  15 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"ON  MY  NURSING  UNIT  THE  BLOCK  FOR  PATIENT'S  PERSONAL 
ARTICLES  AND  VALUABLES  IS  HELPFUL" 

BY  TYPE  OF  PROVIDER 


B3 

STRONCLY 

COUNT 

TYPE 

1 

IRNS 

I 

1 

PARA 

11 

HARO 

CLERK 

21 

31 

1 

AGREE 

m  imm 

1  10 

I 

I 

1 

7 

I 

1 

1 

1 

1 

AGREE 

2 

1  24 

I 

1 

1 

28 

I 

1 

4 

I 

I 

DISAGREE 

3 

1  15 

1 

1 

I 

13 

1 

I 

2 

I 

I 

STRONGLY 

4 

DJSAGRE 

I  6 

I 

mwm^mrn 

1 

1 

3 

1 

1 

! 

I 

COLUMN 

TOTAL 

55 

48.7 

51 

45.1 

7 

6.2 

NUMBER  OF 

MISSING 

OBSERVATIONS 

9 

31 

ROW 

TOTftL 


IS 

15.9 

56 

49.6 

30 

26.5 


8. 

113 

100.0 


O'  o 


Table  16 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"ON  MY  NURSING  UNIT  MOST  NURSING  HISTORIES  ARE 
DONE  BY  NON-RN/ANC  PERSONNEL." 

BY  TYPE  OF  PROVIDER 


COUMT 

TYPE 

I 

IRNS 

I 

I 

PARA 

11 

MAR9 

CLERK 

21 

31 

ROM 

TOTAL 

BA  — 

1 

1  12 

1 

9 

I  2 

1 

23 

SIRONCLY  AGREE 

1 

I 

1 

1 

20.2 

“4— 

»»»»»■ 

'•4 

2 

I  11 

I 

11 

1  3 

I 

25 

AGREE 

I 

1 

1 

I 

21.9 

4-  —  -  — 

—4 

3 

I  16 

I 

26 

I  1 

I 

43 

DISAGREE 

I 

I 

I 

I 

37.7 

4 - — 

•4— 

--4 

A 

1  17 

I 

6 

1 

1 

23 

STRCAltLY  DISAGRE 

1 

I 

1 

1 

20.2 

-4  — 

»  »  b  V 

COLUMN 

56 

52 

6 

114 

TOTAL 

A9.1 

A5.6 

5.3 

100.0 

NUMBER  UF  MISSING 

OBSERVATIONS 

X 

30 

M-16 


Table  17 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“ON  MY  NURSING  UNIT  AU  NURSING  ASSESSMENTS  ARE 
DONE  BY  RNs  AND  ANCs“ 

BY  TYPE  OF  PROVIDER 


ft  ft 

COUNT 

TYPE 

I 

IRNS 

1 

1 

PARA 

11 

NARD 

CLERK 

21 

31 

RON 

total 

0  5 

1 

I  39 

I 

23 

I  2 

I 

64 

STRONGLY 

AGREE 

I 

I 

1 

I 

54.2 

4.... 

2 

1  14 

I 

14 

1  4 

I 

32 

AGREE 

1 

1 

1 

I 

27.1 

•4-., 

—4 

3 

I  5 

1 

15 

1  1 

I 

21 

DISAGREE 

I 

1 

1 

I 

17. S 

,.4....... 

—4 

4 

1 

I 

1 

I 

I 

1 

STRONGLY 

DISAGRE 

1 

1 

1 

1 

•  B 

4....... 

—4 

COLUMN 

58 

53 

7 

IIB 

TOTAL 

49.2 

44.9 

5.9 

100.9 

NUMBER  Cf 

MISSING 

OBSERVATIONS 

26 

M-17 


Table  18 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“ON  MY  NURSING  UNIT  AN  OVERPRINT  IS  USED  FOR 
THE  ASSESSMENT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IRMS  ROW 


I 

1 

11 

TOTAL 

►•4 

1 

I 

10 

I 

10 

STRONGLY  AGREE 

I 

I 

J8.S 

4- 

'-4 

2 

I 

8 

I 

8 

AGREE 

1 

I 

lA.B 

4* 

3 

I 

20 

I 

20 

DISAGREE 

I 

1 

37.0 

4- 

-4 

A 

I 

16 

1 

16 

STRPNCIY  OISAGRE 

I 

I 

29.6 

4- 

-4 

COLUMN 

5A 

TOTAL 

100.0 

100.0 

NUMBER  GF  M1SSIM6  OBSERVATIONS  * 


M-18 


Table  19 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"ON  MY  NURSING  UNIT  WE  OFTEN  USE  THE  HISTORY 
AND  ASSESSMENT  CONTINUATION  SHEET" 

BY  TYPE  OF  PROVIDER 


ft  V 

COUNT 

TYPE 

I 

IRNS 

I 

1 

PARA 

11 

WARD 

CLERK 

21  3 

p  f 

STROWCLY 

1 

AGREE 

1  4 

1 

1  7 

1 

1 

I 

ACREc 

2 

1  9 

I 

I  13 

1 

1 

1 

1 

DlSAtoREE 

3 

I  25 

I 

••  •  • 

I  22 

! 

I 

I 

4 

STRONCIY 

4 

OISAGRE 

1  17 

I 

1  3 

1 

1 

1 

2 

COLUMN 

TOTAL 

55 

49.1 

50 

44.6 

7 

6.3 

NUMBER  Vf 

MI SSING 

OBSERVATIONS  > 

3? 

ROW 

TOTAL 


11 

9.3 

29 

25.9 

51 

A5.5 

22 

19.6 

112 

100.0 


M-19 


Table  20 
FORT  POLK 

CLINIC  NURSING  RECORDS  STUDY 
"OVERPRINTING  THE  ASSESSMENT  CATEGORIES  FROM  THE 
STANDARDS  OF  NURSING  PRACTICE  (DA  PAM  40-5) 

IS  HELPFUL  TO  ME" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IRNS  RDM 

I  TOTAL 

1  II 

BB  ♦ 

II  22  1  22 

STRCNCLV  AGREE  I  I  A3.1 

4— - — 4 

21  20  I  20 

AC-REc  1  I  39.2 

4 - — ♦ 

3  1  4  1  4 

disagree  I  1  7.8 

4 - 4 

4  1  5  1  5 

strongly  DISAGRE  I  I  9.8 

4— 4 

COLUMN  51  51 

TOTAL  100.0  100.3 


NUMBER  LF  HISSING  OBSERVATIONS  »  93 


s 

I 

I  M-20 


I 


Table  21 
FORT  POLK 

CLINIC  NURSING  RECORDS  STUDY 

"OVERPRINTING  THE  ASSESSMENT  CATEGORIES  FROM  THE  STANDARDS 
OF  NURSING  PRACTICE  (DA  PAM  40-5)  HAS  INCREASED 
MY  USE  OF  THE  CATEGORIES" 

BY  TYPE  OF  PROVIDER 


B9 

COUNT 

TYPE 

I 

IRNS 

I 

I 

11 

RON 

TOTAL 

1 

1 

16  I 

18 

STRONCLY 

AGREE 

1 

I 

35.3 

2 

4  — 

1 

...•4 

21  1 

21 

AGREE 

1 

I 

41.2 

3 

4.... 

1 

-.-.4 

7  1 

7 

DISAGREE 

I 

I 

13.7 

4 

I 

....4 

5  I 

5 

STRONGLY 

OISAGRE 

1 

I 

9.B 

COLUMN 

TOTAL 

100 

51 

.0 

51 

100.0 

NUMBER  CF  MISSING  DBSERVAllDNS  •  93 


M-21 


Table  22 
FORT  POLK 


CLINIC  NURSING  RECORDS  STUDY 
OVERPRINTING  JHE  ASSESSMENT  CATEGORIES  FROM  THE 
STANDARDS  OF  NURSING  PRACTICE  (DA  PAM  40-5) 
SHOULD  BE  CONTINUED" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRKIS  ROM 

I  TOTAL 

I  11 

BjO  - + - ♦ 

II  25  1  25 

STRPMCLY  AGREE  I  I  50.3 

4..  ......4 

21  19  1  19 

AC-PEc  I  I  38.3 

3  1  11  1 

DISA^FEE  ]  1  2.3 

4— - —4 

4  1  5  1  5 

STRCMCLY  D1SA6RE  I  I  10.3 

4.. >...~.4 

COLUMN  50  53 

TOTAL  100.0  100.3 

NUMBER  OF  MISSING  OBSERVATIONS  =  94 


M-22 


Table  23 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"I  LIKE  THE  IDEA  OF  THE  NURSING  HISTORY  AND  ASSESSMENT, 
IF  COMPL^M  ON  ADMISSION,  SERVING  AS  THE  ADMISSION 

NURSING  NOTE" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 

IRNS  ROM 


1 

1 

1 

■  4  • 

11 

TOTAL 

1 

1 

I 

51 

I 

51 

STRDNtLY 

AGREE 

1 

1 

B9.5 

2 

1 

b 

I 

6 

AGREE 

COLUMN 

TOTAL 

1 

57 

100*0 

I 

10.5 

57 

100.9 

NUMBER  OF  MISSING  OBSERVATIONS  *  87 


M-23 


Table  24 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
OVERPRINTING  THE  NURSING  DIAGNOSES  ONTO  THE  CARE  PLAN 
IS  HELPFUL  TO  ME" 

BY  TYPE  OF  PROVIDER 


TYPE 

CDUMT  1 

IRNS  RON 

I  TOTAL 

1  II 

Bl?  - - - - ♦ 

11  2A  I  24 

STRONCLY  AGREE  1  I  44.4 

21  21  I  21 

AGREE  I  I  36.9 

3  1  4  1  4 

DISAGREE  1  1  7.4 

+— —  — — ♦ 

4  1  5  1  5 

STRONGLY  OISAGRE  I  1  9.3 

♦ - - — ♦ 

COLUMN  54  54 

TOTAL  100. C  100.0 

NUMEEP  OF  HISSING  OBSERVATIONS  *  90 


Table  25 
FORT  POLK 


CLINICAL  NURSING  RECORDS  STUDY 
OVERPRINTING  THE  NURSING  DIAGNOSES  ONTO  THE  CARE  PLAN  HAS 
ifiCREASED  MY  USE  OF  THE  DIAGNOSES" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IRNS  ROM 

1  TOTAL 

I  II 

BJ3  ♦ - ♦ 

11  22  I  22 

STRONGLY  AGREE  I  1  A0.7 

21  20  I  20 

AGREE  1  1  37.0 

3  1  7  1  7 

DISAGREE  1  I  13*0 

4.. .  ...... 4. 

A  1  3  1  3 

STRONGLY  OISACRE  I  1  9.3 

4.. ... - 4 

COLUMN  5A  5A 

TOTAL  100.0  100.0 

NUMBER  CF  MISSING  OBSERVATIONS  »  90 


Table  26 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"OVERPRINTING  THE  NURSING  DIAGNOSES  ONTO  THE  CARE  PLAN 
SHOULD  BE  CONTINUED" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IRNS  ROM 

1  TOTAL 

I  II 

BIA  - 4 - ♦ 

II  2A  I  2A 

STPONCLY  ACRES  I  1  43*6 

4— — — 

21  22  I  22 

AGREE  1  1  40*9 

4 - ♦ 

3  1  3  1  3 

DISAGREE  1  I  3.3 

4  1  6  1  6 

STROMGLY  DISAGRE  I  I  10.9 

4..... ...4 

COLJMN  55  55 

TOTAL  100.0  100.0 

NUMBER  CF  MISSING  OBSERVATIONS  «  89 


W”26 


Table  27 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"I  READ  THE  NURSING  CARE  PLAN  TO  LEARN  THE  OVERALL 
GOALS  FOR  THE  PATIENT" 

BY  TYPE  OF  PROVIDER 


c 

COUNT 

TYPE 

1 

IPARA 

I 

1 

21 

ROW 

TOTAL 

7 

STRCNCLY 

1 

AGREE 

I  10 

I 

1 

I 

10 

19.6 

AGRFc 

2 

I  32 

I 

1 

1 

32 

62.7 

DISAtoREE 

3 

I  7 

1 

*  •'T 

I 

1 

.  ^A. 

7 

13.7 

STRONCLY 

4 

OISAGRE 

1  2 

I 

1 

1 

2 

3.9 

COLUMN 

TOTAL 

51 

100.0 

51 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  »  93 


i 


M-27 


Table  28 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"OTHER  THAN  THE  PATIENT  IDENTIFICATION  STAMP,  I  HAVE 
COMPLETED  SOME  PORTIONS  OF  THE  NURSING  DISCHARGE 
SUMMARY  FOR  THE  NURSES" 

BY  TYPE  OF  PROVIDER 


TYPE 


Cl 

COUNT 

1 

IPARA 

I 

1 

WARD 

CLERK 

21 

31 

RON 

TOTAL 

II  1 

1 

1  13 

1 

2 

1 

15 

STRONCLY 

ACRES 

1 

1 

I 

2S.3 

+— —  — 

*  m 

—4 

2 

I  16 

I 

2 

1 

IB 

AGREc 

I 

1 

1 

3A.0 

— 

—4 

3 

I  lA 

1 

1 

1 

15 

DISAGREE 

1 

I 

1 

28.3 

-• 

'-4 

A 

1  A 

I 

1 

1 

5 

STRCNllY 

OISAGRE 

1 

I 

1 

9. A 

4....... 

— + — --- 

-• 

—4 

COLUMN 

AT 

6 

53 

TOTAL 

BB.T 

11. 

3 

130.0 

NUMBER  CF  MISSIMG  OBSERVATIONS  *  91 


M-28 


Table  29 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"OTHER  THAN  THE  PATIENT  IDENTIFICATION  STAMP,  THE  ENTIRE 
NURSING  DISCHARGE  SUMMARY  IS  COMPLETED  ONLY  BY  AN 
RN/ANC  ON  MY  NURSING  UNIT" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

1 

IPARA 

1 

1 

HARD 

CLERK 

21 

31 

m4- 

RON 

TOTAL 

C2  . 

1 

••  •»  mm 

1  Xb 

1 

1 

13 

STRONCLY  AGREE 

I 

1 

1 

23.4 

2 

^ 

I  lb 

I  2  1 

17 

AGREE 

1 

I 

1 

23.S 

3 

1  13 

1  A 

I 

19 

DISAGREE 

I 

I 

1 

32.2 

A 

1  8 

1 

1 

8 

STRONtlY  DISA6RE 

1 

i 

1 

13.8 

COLUMN 

♦ — ... 

53 

-•'•f 

6 

»-♦ 

59 

TOTAL 

89,8 

10.? 

100.0 

NUMBER  Of  MISSING 

OBSERVATIONS  » 

83 

M-29 


Table  30 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  -  ELEMENTS 
ON  THE  FORM  ARE  THOSE  I  WOULD  INCLUDE  IN  A  DISCHARGE 

NURSING  NOTE" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IRNS  ROW 

I  total 

1  II 

f 

11  24  I  24 

STRCNILY  AGREE  1  I  45.3 

+— - ♦ 

21  27  1  27 

AGREE  1  1  50.9 

4 - + 

3  1  2  1  2 

OISAGFEE  1  1  3.8 

4 - 4 

COlUMV  53  53 

Tl'TAL  100.0  100.0 

NUMBER  Of  MISSING  OBSERVATIONS  »  91 


M-30 


Table  31 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  -  I  LIKE 
TO  HAVE  THE  DISCHARGE  SUMMARY  SERVE  AS  THE  NURSING 
DISCHARGE  NOTE" 

BY  TYPE  OF  PROVIDER 


RDM 

rjTAL 


33 

6D.9 

20 

36.4 

2 

3.6 

55 

100.0 


NUMBER  (E  MISSING  OBSERVATIONS  *  89 


M-31 


Table  32 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  - 
IT  IS  HELPFUL  TO  HAVE  A  COPY  FOR  THE  PATIENT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IRMS  RON 

1  TOTAL 

I  11 

C5  - + - ♦ 

11  36  1  36 

STRONtLY  ACRES  1  1  65.5 

21  18  I  IB 

AGREE  1  I  32.7 

4 - -»4 

3  1  11  I 

DISAGREE  1  I  l«8 

COLUMN  56  55 

TOTAL  100.0  100.0 

NUMBER  CF  MISSING  OBSERVATIONS  *  89 


W-32 


Table  33 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  -  IT  IS 
IMPORTANT  FOR  A  NURSING  SUMMARY  TO  APPEAR  IN  THE 
OUTPATIENT  RECORD" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IRNS  ROW 

1  rOTAL 

1  11 

ct  - ♦ - ♦ 

11  26  1  26 

STRONGLY  AGREE  1  1  48.1 

4 - .....4 

21  21  1  21 

AGREE  1  I  38.9 

4 - .4 

3  1  6  1  6 

DISAGREE  1  I  11*1 

4 - 4 

4  1  11  1 

STRONGLY  0ISA6RE  1  1  1»9 

4 - - — 4 

COLUMN  54  54 

TOTAL  100.0  100.3 

NUMBER  OF  MISSING  OBSERVATIONS  »  90 


M-33 


1 

i 


Table  34 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  -  THE 
NURSING  DISCHARGE  SUMMARY  FORM  NEEDS  TO  BE  KEPT 
IN  THE  SYSTEM" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IRNS  ROW 

1  TOTAL 

1  It 

Cl  - 4 . 4 

11  26  1  Zb 

STRCWCLY  AGREE  I  1  49.1 

4... — ...4 

2  1  24  I  34 

AGREE  I  I  45.3 

4 - ---4 

3  1  3  1  3 

DISAEPEE  1  I  5.7 

4 - 4 

COLUMN  53  53 

TOTAL  100.0  100.3 


NUMEFR  CF  MISSING  PBSERVATIDNS  *  91 


M-34 


Table  35 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"NURSING  DISCHARGE  SUMMARY  (DA  FORM  3888-5  TEST)  -  DISCHARGE 
SUMMARIES  SHOULD  BE  IN  A  MULTIDISCIPLINARY  FORMAT  SO 
PHYSICIANS  AND  OTHER  HEALTH  CARE  PROVIDERS  COULD 
MAKE  APPROPRIATE  NOTATIONS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IRNS  ROW 

I  TOTAL 

]  11 

C8  - - - ♦ 

11  2A  1  2A 

STROWCLY  AGREE  I  1  43.6 

+ - 

21  19  1  19 

AGRFc  I  1  34.5 

31  10  1  10 

DISAGREE  1  1  IB. 2 

4  1  2  1  2 

STRONGLY  DISASRE  I  1  3.6 

4...... — 4 

COLUMN  55  55 

TOTAL  100.0  100.0 


NUMBER  CF  MISSIMG  OBSERVATIONS  =  89 


M-35 


Table  36 
FORT  POLK 

CINICAL.  NURSING,  RECORDS.  STUDY 
"DOCTOR'S  ORDERS  MEOICATION/OOCTOR'S  ORDERS, NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  fORM  4256-2  TEST)  - 
WE  FREQUENTLY  USE  THE  BUFF  COPY  ON 
NURSING  UNIT" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUi^T 


STRn^JCLY  AGREE 

2 

AGREE 

3 

OlSAiFFE 

4 

5TRr«lY  OISAGRE 
COLJMN 


RNS 

PARA 

11 

WARD 

CLERK 

21 

31 

ROW 

TOTAL 

11 

I 

1 

5 

1 

1 

1 

I 

1 

17 

14.9 

18 

1 

1 

20 

1 

1 

4 

1 

I 

4? 
36. R 

16 

I 

I 

20 

I 

1 

2 

I 

1 

38 

33.3 

12 

1 

1 

4 

1 

1 

1 

I 

I 

17 

14.9 

57 

50.0 

49 
43. D 

8 

7.0 

114 

100.9 

NUMBER  tE  MISSING  OBSERVATIONS  *  30 


M”36 


Table  37 
FORT  POLK 

CINICAL  NURSING  RECORDS  STUDY 
“DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  -  I  LIKE 
NOT  HAVING  TO  RECOPY  SOME  SINGLE  ACTION  ORDERS 
ONTO  THE  THERAPEUTIC  DOCUMENTATION  CARE 
PLAN" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IRNS 

I 

1  II 

»  ........ 

II  34  I 
STRORtLY  ACREE  1  I 


PARA 


HARD 


ACREc 

DISAGREE 


2  I 
I 
♦ 

3  I 


STROoltLY  DISAGRE  I 

♦ 

COLUMN 

TOTAL 


I  9  1 

1  I 

4 - .4. 

I  10  1 

I  I 

4— - .4. 

I  3  I 

I  I 

4..  ......4. 

56 

47.9 


CLERK 

21 

31 

TOTAL 

15 

1  4 

I 

I 

I 

,  ^  A 

53 

45.3 

33 

1  4 

1 

I 

1 

46 

39.3 

1 

1 

1 

I 

I 

11 

9.4 

53 

45.3 


117 

100.0 


NUMBER  If  MISSHG  OBSERVATIONS  *  27 


M-37 


Table  38 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"DURING  THE  TEST  PERIOD.  HOW  OFTEN  DID  YOU  ilS£  THE  NURSING 
HISTORY  AND  ASSESSMENT  TO  LEARN  ABOUT  NURSING  ACTIVITIES 
AND  THE  PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COtWT  I 

IPRDFES-  ROW 
ISIONAL  rOTAL 

1  41 

XIA  ♦ . ♦ 

II  &  I  5 

EVERY  PM  I  I 

4.. ...... 4 

?  I  5  1  5 

MOST  FMS  1  1  ?6»3 

4 - .-.-4 

3  1  8  1  8 

RAREtV  1  I  42.1 

4... .....4 

4  1  II  1 

NEVER  I  1  5*3 

4 - .....4 

COLUMN  19  19 

TOTAL  100.0  100.0 


NUMBER  LF  MISSING  OBSERVATIONS 


X. 


125 


Table  39 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  ilS£  THE  NURSING 
CARE  PLAN  TO  LEARN  ABOUT  NURSING  ACTIVITY  AND  THE 
PATIENT'S  CONDITION?" 

BY  TYPF  OF  PROVIDER 


COUNT 


XIB  - 

1 

EVERY  PNT 

2 

most  FNTS 

3 

PAREtY 

NEVEP 

COLUMN 

TOTAL 

NUMBER  CF  MISSING 


TYPE 


1 

IPROFES-  ROW 

ISIONAL  TOTAL 

1  AI 

- - - 

I  3  1  3 

1  1  15.3 

- - - 

1  II  1 

1  I  5.3 

4—  —  “—+ 

1  10  1  10 

1  I  52.5 

- - - 

I  5  1  5 

I  I  26.3 

- - - 

19  19 

100.0  100.0 


OBSERVATIONS  = 


125 


M-39 


Table  40 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“DURING  THE  TEST  PERIOD,  HOW  OFTEN  DIO  YOU  THE  NURSING 
DISCHARGE  SUMMARY  TO  LEARN  ABOUT  NURSING  ACTIVITIES  AND 
THE  PATIENT'S  CONDITION?” 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IPROFES-  ROW 
ISIONAL  TOTAL 

1 

XIC  + - ♦ 

11  11  1 

EVFRY  PNT  1  I  5.3 

4.. - ...f 

2  1  II  1 

MOST  PATS  1  1  5.3 

4 - 4 

31  12  1  12 

RARElY  1  I  63.2 

4 - 4 

4  1  5  1  5 

NEVER  I  !  26.3 

4  —  —  ....4 

COLUMN  19  19 

TOTAL  100.0  100.0 


NUMBER  OF  MISSING  OBSERVATIONS  125 


M-40 


Table  41 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU 
THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN, 
NONMEOICATION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

C0U>1T  J 

IPROFES-  ROW 

ISIDNAL  TOTAL 

1  41 

XIO 

11  5  I  5 

EVERY  FNT  1  I  26.3 

4-  —  -- — ♦ 

2  1  3  1  3 

HOST  FNTS  I  1  15.8 

4 - 

3  1  7  1  7 

RARElY  1  I  36.8 

4  1  4  1  4 

NEVER  I  I  21.1 

4-- - 4 

COLUMN'  19  19 

TOTAL  100.0  100. D 

NUMBER  CF  MISSING  OBSERVATIONS  »  125 


M-41 


Table  42 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“DURING  THE  TEST  PERIOD,  HOW  QEI£N  DID  YOU  iIS£ 
THE  THERAPEUTIC  DOCUMENTATION  CAPE  PLAN, 
MEDICATION?" 

BY  TYPE  OF  PROVIDER 


COUMT 


XIE  - 

1 

EVERY  PNT 

2 

MOST  FMS 

3 

RAFElY 

4 

NEVER 

COLUMN 

TOTAL 

NUMBER  OF  MISSING 


TYPE 


PROFES*  ROW 

SIGNAL  TOTAL 


1 

41 

1 

I 

5 

••T 

1 

1 

5 

26.3 

I 

1 

2 

I 

I 

2 

10.5 

I 

1 

8 

1 

1 

B 

42.1 

1 

1 

4-- 

4 

1 

1 

4 

21.1 

19  19 

100.0  100.0 


OBSERVATIONS  * 


125 


M-42 


CLINICAL  NURSING  RECORDS  STUDY 
"DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE  THE 


TPR  GRAPHIC?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 

IPROFES-  ROW 
ISIONAL  TOTAL 
1  A| 

XiF  - 4 - ♦ 

11  17  I  1? 

EVEPr  FNT  1  1  89.5 

4.. ......4 

2  1  2  1  2 

MOST  FNTS  1  1  10.5 

COLUMN  19  19 

TOTAL  100.0  100.0 

NUMBER  OF  MISSING  OBSERVATIONS  *  125 


Table  44 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  US£  THE 
PROGRESS  NOTES?" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

I 

IPROFES- 

ROW 

ISIONAL 

TOTAL 

1 

41 

XI  E  - - - 

1 

1 

11  1 

11 

EVERT  PNT 

I 

! 

57.9 

2 

I 

4  I 

4 

MOST  FNTS 

1 

I 

21.1 

♦ 

3 

1 

3  1 

3 

RARElY 

1 

I 

15.5 

4- 

4 

1 

1  I 

1 

NEVER 

1 

1 

5.3 

+ 

COLUMN 

19 

19 

TOTAL 

100.0 

100.0 

number  f.F  MISSIM6  OBSERVATIONS  *  125 


W“44 


Table  45 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"DURING  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE  THE  OTHER 
FORMS  TO  REVIEW  NURSING  CARE?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IPROFES-  RDM 

ISIONAL  TOTAL 


1  41 

XiH  4 - -4 

II  2  1  2 

EVERY  FNT  1  1  100.0 

4..  ...... 4 

COLUMN  2  2 


TOTAL  100.0  100.0 

NUMBER  (F  MISSING  OBSERVATIONS  142 


M-45 


Table  46 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 

"PRIOR  TO  THE  TEST  PERIOD,  HOW  OPTEN  HAD  YOU  USED  THE  NURSIHG 

history  and  assessment  to  learn  about  nursing  activities 

AND  THE  PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  1 


X3A 

IPROFES 

ISIONAL 

I 

41 

RON 

total 

FVEPy  PNT 

1 

1  4 

1 

I 

I 

4 

22.Z 

MOST  FNTS 

2 

I  b 

1 

I 

I 

5 

27.8 

RAREtY 

3 

I  9 

I 

+  -rm 

1 

I 

9 

50.0 

COLJMN 

TOTAL 

18 

100.0 

•■f 

13 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  »  126 


M-46 


Table  47 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED  THE 
NURSING  CARE  PLAN  TO  LEARN  ABOUT  NURSING  ACTIVITIES 
AND  THE  PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


X3B 

FVEPY  PNT 
HOST  PKTS 
RAREtY 
NEVE.? 


COt'MT 


1 

2 

3 

4 


TYPE 

1 

IPROFES- 
ISIONAL 
1  41 

I  3  I 

1  1 

1  2  I 

1  I 

♦ - 

I  9  1 

I  1 

I  4  I 

1  I 


COLUMN  18 

TOT  At  100.0 

NUMBER  OF  MISSING  OBSERVATIONS 


ROM 

TOTAL 


3 

16.7 

2 

11.1 

9 

so.o 

4 

22.2 

18 

100.0 

«  126 


N-47 


Table  48 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 

"PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED  THE  NURSING 
discharge  summary  TO  LEARN  ABOUT  NURSING  ACTIVITIES  AND 
THE  PATIENT'S  CONDITION?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 


X3C 

IPROFES- 

ISIONAL 

I 

41 

RON 

total 

most  FkTS 

2 

1  1 

I 

I 

I 

1 

5.6 

RAFFlY 

3 

1  13 

I 

••T 

I 

I 

13 

?2.2 

NFVE^ 

4 

1  4 

J 

*  •  + 

I 

1 

4 

22.2 

COl  JMN 

total 

18 

100.0 

*^4- 

18 
100. D 

NUMEER  rr  MISSIMG  OBSERVATIONS  =  1?6 


M-48 


Table  49 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED 
THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN, 
NONMEDICATION? “ 

BY  TYPE  OF  PROVIDER 


TYPE 

COU'IT  I 

IPROFES-  ROM 
ISIONAL  rOTAL 

1  4! 

X3D  - ♦ - ♦ 

11  3  1  3 

EVERY  PNT  I  1  16.7 

2  1  3  1  3 

MOST  PKTS  1  1  16.7 

4..  ...... 4 

3  1  10  I  10 

RARElY  1  1  53.6 

4..  ......4 

4  1  2  1  2 

VEVER  1  I  11.1 

4..  ...... 4 

COLUMN  18  13 

TOTAL  100.0  100.0 

NUMBER  OF  MISSING  OBSERVATIONS  =  126 


M-49 


Table  50 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"PRIOR  TO  THE  TEST  PERIOD,  HOH  OFTEN  HAD  YOU  USED 
THE  THERAPEUTIC  DOCUMEHTATIOH  CARE  PLAH, 
MEDICATION?" 

BY  TYPE  OF  PROVIDER 


COUMT 


TYPE 

I 

IPROFES 
I  SIGNAL 


X3E 

EVESr  fnt 
>inST  FKTS 
RARElV 
NEVER 

NUHBEP  LF  HI 


*  AI 

- - - - 

1  J  3  1 

1  1 

♦  . . 

2  1  A  I 

1  1 

. . . 

3  1  9  1 

I  I 

^  I  2  1 

I  I 

4  —  0.. ...4 
COLUMN  le 


total  100.0 

SSING  OBSERVATIONS 


R3W 

TOTAL 


3 

16.7 

A 

22.2 

9 

50.0 

2 

11.1 

18 

100.0 

'  126 


M-50 


Table  51 

fort  polk 

CLINICAL  NURSING  RECORDS  STUDY 
“PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED 
THE  TPR  GRAPHIC?" 

BY  TYPE  OF  PROVIDER 


3F 

COUNT 

TYPE 

1 

IPROFES- 

ISIONAL 

1  A1 

4 

R3H 

total 

EVERT  PNT 

1 

1  17 

I 

17 

1 

I 

94.4 

3 

I  1 

—4 

I 

1 

b.b 

RAREtV 

1 

1 

COLUMN 

TOTAL 

18 

100.0 

—4 

18 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  *  126 


1 


Table  52 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  HAD  YOU  USED 
THE  NURSING  NOTES?" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

1 

IPRDFES- 

ISIONAL 

1 

1.  ••  w  mm 

AI 

ROW 

TOTAL 

X3S 

EVERY  PNT 

1 

I  7 

1 

1 

I 

7 

36.9 

MOST  PNTS 

2 

1  7 

I 

1 

1 

7 

38.9 

RARElY 

3 

1  A 

1 

I 

1 

A 

22.2 

COLUMN 

TOTAL 

18 

100.0 

18 

100.9 

NUMBER  CF  MISSI'FG  OBSERVATIONS  »  126 


Table  S3 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"PRIOR  TO  THE  TEST  PERIOD,  HOW  OFTEN  DID  YOU  USE  OTHER 
FORMS  TO  REVIEW  NURSING  CARE?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IPROFES-  ROW 
ISIONAL  TOTAL 


1  AI 

X3H  ♦ - 

11  2  1  2 

EVERT  PNT  1  I  100*0 

COLUMN  2  2 


TOTAL  100.0  100.0 

NUMBER  OF  MISSING  OBSERVATIONS  *  1A2 


M-53 


Table  54 


M-54 


Table  SS 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"DOCTOR'S  ORDERS  MEDICATION/OOCTOR'S  ORDERS  NONMEOICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  -  ORDERS 
SHOULD  CONTINUE  TO  REMAIN  SEPARATED  ON  COLOR 
CODED  MEDICATION  AND  NONMEDICATION  SHEETS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 


04  - 

IRNS 

I 

) 

11 

PARA 

HARO 

CLERK 

21 

31 

PRDFES 

SIONRL 

4] 

ROW 

TOTAL 

1 

SIPONCLV  AGREE 

1  28 

1 

1 

1 

29 

1  3 

1 

..  A..-.  _  .. 

••4 

1 

I 

1 

-•f 

1 

1 

60 

44.1 

2 

ACREc 

1  18 

I 

4— 

1 

I 

22 

I  4 

1 

••4 

I 

I 

6 

1 

1 

50 

36*8 

3 

OlSAfFEE 

1  6 

I 

1 

I 

■*4> 

3 

1  1 

1 

•4 

I 

I 

5 

—4 

1 

1 

15 

11.0 

4 

STRONGLY  OISAGRE 

1  6 

1 

4— ..... 

I 

1 

*4* 

1 

1 

•4' 

I 

1 

5 

—*4 

1 

1 

11 

80 

COLUMN 

TOTAL 

58 

42.6 

53 

390 

S 

SO 

•  4« 

17 

120 

» «*4 

136 

100*0 

MOMBEP  OF  HISSIMG  OBSERVATIOMS  » 


M-55 


Table  56 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEOICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  -  PRIOR  TO 
THE  TEST  PERIOD,  IF  UNFAMILIAR  WITH  A  PATIENT,  I  MOST 
OFTEN  DETERMINED  CURRENT  MEDICATION(S)  BY  .  . 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

1 

JPROFES- 

ISIONAL 

I 

41 

ROW 

TOTAL 

1 

1  7 

I 

7 

REVIcF: 

ALL  DR 

OR 

I 

1 

43. B 

—  — - 

2 

J  6 

1 

6 

RE  Vick 

TD-MED 

I 

1 

37.5 

3 

1  3 

I 

3 

ASK  NORSE 

1 

I 

16. S 

COLUMN 

16 

16 

TOTAL 

100.0 

100.0 

NUMBFP  CF  HISSING  OBSERVATIONS  =  128 


M-56 


Table  57 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  - 
DURING  THE  TEST  PERIOD,  AFTER  THE  SEPARATION  OF  ORDERS, 
IF  UNFAMILIAR  WITH  A  PATIENT,  I  MOST  OFTEN  DETERMINED 


CURRENT  MEDICATION (S)  BY  . 

»  4 

II 

• 

BY  TYPE  OF  PROVIDER 

TYPE 

COUNT 

1 

IPROFES 

ROW 

ISIONAL 

TOTAL 

I 

41 

1 

I  9 

I 

9 

REVIcR  ALL  OR  OR 

I 

1 

36*3 

4....... 

-♦ 

2 

1  5 

1 

5 

REVltR  n-NEO 

I 

1 

31.3 

3 

1  2 

1 

2 

ASK  NIRSE 

I 

I 

12.3 

4--..-  — 

COLUMN 

16 

16 

TOTAL 

100*0 

100.0 

NUMBER  CE  MISSING  OBSERVATIONS  »  128 


M-57 


Table  58 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"DOCTOR'S  ORDERS  MEDICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  - 
IF  WE  WENT  BACK  TO  THE  'OLD'  ORDER  SHEETS,  I  WOULD 
HAVE  NO  DIFFICULTY  IDENTIFYING  COMPLETED  SINGLE 
ACTION  ORDERS" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

J 

IRKS 

1 

1 

PARA 

11 

WARD 

CLERK 

21 

31 

ROW 

TOTAL 

STRONCLY 

1 

AGREE 

I  11 

1 

1  1 

1 

1  2 

1 

I 

I 

14 

12.1 

AGREE 

2 

I  23 

1 

I  25 

I 

1  4 

1 

I 

I 

52 

44.S 

DISAGREE 

3 

I  18 

I 

I  19 

I 

1  2 

1 

I 

I 

,  —  A. 

39 

33.6 

STRCNCl Y 

4 

OISAGRE 

1  5 

1 

1  b 

1 

1 

I 

I 

I 

11 

9.5 

COLUMN 

TOTAL 

57 

49.1 

51 

44.3 

B 

5.9 

116 

lOO.D 

2B 


MUM6EP  CF  HISSING  OBSERVATIONS  = 


Table  S9 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"DOCTOR'S  ORDERS  MEOICATION/DOCTOR'S  ORDERS  NONMEDICATION 
(DA  FORM  4256-1  TEST;  DA  FORM  4256-2  TEST)  - 
IF  WE  WENT  BACK  TO  THE  'OLD*  ORDER  SHEETS,  I  WOULD  STILL 
WANT  A  COLUMN  FOR  SINGLE  ACTION  ORDERS  TO  PRECLUDE 
MY  HAVING  TO  RECOPY  THEM  ONTO  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLANS" 

BY  TYPE  OF  PROVIDER 


fio 

COUNT 

TYPE 

1 

IRNS 

1 

1 

PARA 

11 

WARD 

CLERK 

21 

31 

ROW 

TOTAL 

uv 

1 

I  33 

I 

15 

1  3 

I 

51 

5TROWCLY 

ACRES 

I 

t 

I 

I 

AA.7 

..4.. 

...... 

..4....... 

Z 

1  12 

1 

27 

1  5 

1 

AA 

ACREc 

1 

1 

I 

I 

38.5 

4^  —  ... 

..4....... 

►•4 

3 

1  10 

1 

A 

I 

I 

lA 

DISAGREE 

1 

1 

1 

I 

12.3 

4 - -  .— 

>.4.. 

'-4 

A 

I  2 

I 

3 

I 

f 

5 

STRDM6LY 

OISAGRE 

I 

I 

I 

I 

A. A 

4....... 

>.4.< 

..4....... 

COLUMN 

57 

A9 

S 

llA 

TOTAL 

50.0 

A3.D 

7.0 

100.0 

NUMBER  OF 

MISSING 

OBSERVATIONS 

* 

30 

M-59 


Table  60 


i 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 

I  LIKE  BEING  ABLE  TO  DOCUMENT  (WITH  EFFECTIVENESS  CODES  OR  KEY 
WORDS)  THE  PATIENT'S  RESPONSE  DIRECTLY  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLANS" 

BY  TYPE  OF  PROVIDER 


El 


COUNT 

TYPE 

1 

IRNS 

I 

I 

PARA 

11 

21 

.  ^  A. 

RON 

TOTAL 

1 

I  41 

1 

15 

I 

57 

STPDNCLY 

AGREE 

I 

I 

I 

53.8 

2 

1  lb 

I 

29 

«-♦ 

1 

44 

AGRFc 

3 

I 

+ — — 

1  1 

1 

1 

4 

I 

1 

41.5 

5 

DISAGREE 

COLUMN 

TOTAL 

1 

57 

53.8 

I 

49 

46.2 

I 

— ♦ 

4.7 

106 

100.0 

NUMBER  LF  MISSING  OBSERVATIONS 


e 


38 


Table  61 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"MOST  OF  MY  DOCUMENTATION  IS  RECORDED  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLANS" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT 

I 

I  PARA 

ROH 

1 

TOTAL 

I 

21 

04 

1 

I  11 

1 

11 

STRONGLY 

AGREE 

1 

I 

22.9 

2 

I  25 

I 

25 

AGREE 

I 

I 

52.1 

4  — ..... 

3 

I  11 

1 

11 

DISAGREE 

I 

I 

22.9 

4  —  . — .. 

-4 

A 

I  1 

I 

1 

STRONGLY 

OISAGRE 

I 

I 

2.1 

4....... 

-♦ 

COLUMN 

A8 

AS 

TOTAL 

lOO.O 

100.0 

NUMBER  OF  MISSING  OBSERVATIONS  '  96 


H-61 


Table  62 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“IN  THE  PAST,  I  USED  TO  DO  MOST  OF  MY  DOCUMENTING  ON 
THE  NURSING  NOTES  (SF  510)“ 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

1 

IPARA 

1 

1 

21 

ROW 

total 

strongly 

1 

AGREE 

I  16 

1 

I 

1 

16 

32*0 

AGREE 

2 

I  33 

I 

1 

I 

33 

66.0 

STRONGLY 

4 

OISAGRE 

I  1 

I 

1 

1 

1 

2.0 

COLUMN 

TOTAL 

50 

100*0 

•T 

50 

100.0 

NUMBER  Cf  MISSIMG  OBSERVATIONS  * 


M-62 


Table  63 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  TD  CARE  PLAN 
IMPROVES  MY  DOCUMENTATION  OF  PATIENT  CARE" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

1 

IRNS 

1 

1 

PARA 

11 

21 

ROM 

TOTAL 

c  ^ 

STRONCIY 

1 

ACREE 

I  2A 

1 

1  9 

1 

1 

I 

33 

31.1 

AGREE 

2 

1  25 

I 

1  29 

1 

I 

1 

5A 

$0.9 

DISAtoREE 

3 

I  7 

1 

I  ID 

1 

1 

1 

17 

16.0 

STROMCLY 

4 

OISAGRE 

1  1 

1 

I  1 

1 

I 

1 

2 

1.9 

COLUMN 

TOTAL 

57 

53.8 

A9 

A6.? 

106 

103.0 

NUMBER  OF 

NISSING 

OBSERVATIONS  « 

38 

M-63 


Table  64 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLAN  ENCOURAGES  ME  TO  WRITE  MORE 
NURSING  ORDERS  TO  DESCRIBE  NURSING  ACTIVITIES 
WITH  THE  PATIENT" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

E5  - — 

I 

IRNS 

I 

I 

11 

ROW 

total 

1 

5TRONCLY  ACREE 

I  27 

I 

I 

1 

27 

50.0 

2 

AEREc 

1  18 

I 

1 

I 

IB 

33.3 

3 

DISAEPEE 

1  8 

1 

-f  II  ■  ^ 

I 

I 

8 

14. B 

4 

STRONGLY  DISAGRE 

1  1 

1 

I 

1 

1 

1.9 

COLUMN 

TOTAL 

5A 

100.0 

54 

100.0 

NUMBER  OF  HISSING  OBSERVATIONS  » 


M-64 


Table  65 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLAN  IMPROVES  COMMUNICATION 
AMONG  NURSING  PERSONNEL" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

1 

IRKS 

1 

1 

PARA 

11 

21 

R3M 

TOTAL 

t  p 

■  •  •  t—  —  _ 

1 

1  23 

1 

9 

1 

32 

SIRONtLY 

AGREE 

1 

I 

1 

29.9 

— ♦ 

2 

I  29 

I 

31 

1 

60 

ACREc 

1 

1 

1 

56.1 

..4., 

3 

I  A 

1 

ID 

I 

lA 

DISAGREE 

I 

I 

1 

13.1 

4 - - - 

—4.. 

A 

I 

I 

1 

1 

1 

STRC^tLY 

OISACRE 

1 

I 

I 

•  9 

4—  —  — 

.-4-. 

— ♦ 

COLUMN 

56 

51 

107 

TOTAL 

52.3 

AT.? 

103.0 

NUMBER  tf 

MISSING 

OBSERVATIONS 

9 

37 

M-65 


Table  66 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLAN  IMPROVES  COMMUNICATION 
BETWEEN  NURSES  AND  OTHER  HEALTH  CARE  PROVIDERS" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

1 

IRNS 

I 

1 

PARA 

11 

21 

RDM 

TOTAL 

5TPDMC-LY 

1 

AGREE 

1  12 

I 

1 

1 

9 

1 

1 

A 

21 

19.A 

AGREE 

2 

1  25 

I 

I 

I 

29 

1 

1 

.  _  A 

54 

5D.0 

DISAtFEE 

3 

1  18 

1 

I 

1 

12 

1 

1 

^  ^  A 

30 
27. B 

STPONCLY 

4 

OISAGRE 

1  2 

1 

I 

I 

1 

1 

1 

3 

2.B 

COLUMN 

TOTAL 

57 

52.8 

51 

A7.2 

lOS 

130.0 

NUMBFF  OF  MISSIMG  OBSERVATIONS 


36 


Table  67 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  TD  CARE  PLAN  HAS 
DECREASED  FRAGMENTED  DOCUMENTATION  IN  THE  RECORD" 

BY  TYPE  OF  PROVIDER 


E8 

STROHCLY 

COUNT 

TYPE 

I 

IRNS 

1 

1 

PARA 

11 

21 
.  ^  X 

R3M 

T3TAL 

1 

ACREE 

I  17 

1 

1 

I 

10 

I 

I 

27 

25.7 

ACREc 

2 

1  32 

I 

I 

I 

3D 

1 

1 

62 
59. D 

DISAGREE 

3 

I  6 

I 

I 

I 

ID 

1 

1 

16 

15.2 

COLUMN 

TOTAL 

55 
52. A 

5D 

A7.5 

105 

lOD.O 

NUMBER  OE 

MISSING 

OBSERVATIONS 

39 

M-67 


Table  68 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  TD  CARE  PLAN 
ALLOWS  ME  TO  GIVE  A  MORE  THOROUGH  REPORT" 

BY  TYPE  OF  PROVIDER 


TYPE 


COtMT 

1 

IRNS 

ROW 

I 

TOTAL 

1 

11 

E9  - 

•.4. 

••f 

i 

I 

20  I 

2D 

STRONtLY  AGREE 

I 

I 

35.7 

....4 

1 

1 

27  I 

27 

ACREc 

1 

1 

AB.2 

....4 

3 

1 

8  I 

B 

DISAGREE 

1 

1 

1A.3 

4.... 

....4 

A 

I 

1  I 

1 

STRONGLY  OJSAGRE 

1 

1 

l.B 

4.... 

..._4 

COLUMN 

56 

56 

TOTAL 

100 

.0 

lOO.D 

NUMBER  OF  HISSING 

OBSERVATIONS 

S 

M~68 


Table  69 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“RECORDING  THE  PATIENT'S  RESPONSE  ON  THE  TD  CARE  PLAN 
GIVES  ME  A  BETTER  'PICTURE'  OF  WHAT  HAPPENED  TO 
THE  PATIENT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IRNS  PARA  ROW 

I  TOTAL 


EIO 

1 

11 

21 

I 

1 

17 

1 

7 

1 

2A 

STROWCLV 

AGREE 

I 

I 

1 

22.A 

»  »  «»«■ 

-4- 

••*4 

2 

1 

31 

1 

32 

I 

63 

ACREc 

1 

1 

1 

5B.9 

•-4- 

3 

1 

7 

1 

12 

1 

19 

DISA£FEE 

1 

1 

1 

17. B 

4- 

•-4- 

--4 

A 

1 

1 

I 

I 

1 

STROWCLY 

DISAGRE 

I 

I 

1 

.9 

4- 

'-4- 

COLUMN 

56 

51 

107 

TOTAL 

52.3 

A7.7 

lOO.O 

NUMBER  CF  MISSING  OBSERVATIONS  «  37 


M-69 


V 


Table  70 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"I  DIO  NOT  DOCUMENT  PATIENT  RESPONSES  ON  THE  THERAPUETIC 
DOCUMENTATION  CARE  PLANS" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

1 

IRNS 

PARA 

ROW 

Ell  - 

I 

I 

11 

21 

TOTAL 

1 

strongly  acree 

I 

I 

1 

I 

I 

1 

I 

1 

1.0 

2 

ACREc 

I 

J 

9 

1  14 

J 

»">♦ 

I 

I 

?3 

22.3 

3 

disacfee 

1 

1 

26 

1  31 

I 

I 

1 

57 

55.3 

A 

strongly  oisagre 

1 

I 

17 

I  5 

1 

1 

I 

22 

21.4 

COLUMN  53 

total  51.5 


50  103 

‘•8.5  100.0 


number  cf  missing  observations  *  A1 


M-70 


Table  71 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“I  HAD  MINIMAL  DIFFICULTY  RECORDING  THE  PATIENT'S 
RESPONSES  ON  THE  THERAPEUTIC  DOCUMENTATION 
CARE  PLAN" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IRNS  PftRA  ROM 


?  - _ 

I 

I 

11 

21 

TOTAL 

1 

1 

15 

I 

5 

I 

20 

STRONGLY  AGREE 

I 

I 

1 

19.B 

4— 

.•4* 

-4 

2 

I 

32 

I 

32 

I 

6A 

AGREE 

I 

I 

I 

53.A 

4— 

-4- 

a»  M  w  • 

-4 

3 

I 

7 

1 

6 

I 

15 

DISAGREE 

1 

1 

1 

1A.9 

4— 

—4- 

-4 

A 

I 

I 

2 

1 

2 

STRONGLY  OISAGRE 

1 

1 

I 

2.0 

4— 

-4- 

-4 

COLUMN 

5A 

A7 

101 

TOTAL 

53.5 

A6.5 

100.0 

NUMBER  CF  MISSIMG  OBSERVATIONS  »  A3 


M-71 


Table  72 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  EXPANDED  USE  OF  THE  THERAPEUTIC  DOCUMENTATION  CARE  PLAN 
(BEING  ABLE  TO  DOCUMENT  RESPONSES)  IS  A  CONCEPT  WHICH  SHOULD 
BE  AVAILABLE  TO  ALL  NURSING  PERSONNEL  WORLDWIDE" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

I 

IRNS 

1 

1 

PARA 

11 

21 

ROW 

TOTAL 

fcij 

m  m 

1 

1  29 

I 

7 

1 

35 

STRCNCLY  AGREE 

1 

I 

I 

34.6 

4—  —  -  — 

►•4 

2 

1  2A 

1 

39 

1 

63 

ACRFc 

1 

1 

I 

60-6 

4- - — 

... 

..4 

3 

1  2 

I 

2 

1 

4 

DISAGREE 

I 

I 

I 

3-9 

4— —  — 

-4 - - 

•-4 

A 

1 

I 

1 

I 

1 

STPr^lClY  OISAGRE 

1 

1 

I 

1.9 

4 - - 

... 

--4 

COLUMN 

55 

49 

104 

TOTAL 

52-9 

47 

.1 

109.0 

NUMBER  OF  MISSING 

OBSERVATIONS  * 

40 

Table  73 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  'FOLDER'  TYPE  FORMAT  OF  THE  THERAPEUTIC  DOCUMENTATION 
CARE  PLANS  IS  AN  IMPROVEMENT" 

BY  TYPE  OF  PROVIDER 


Table  74 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  'FOLDER'  TYPE  FORMAT  OF  THE  THERAPEUTIC  DOCUMENTATION 
CARE  PLANS  SHOULD  BE  KEPT  EVEN  IF  IT  CANNOT  BE 
OVERPRINTED  WITH  ORDERS" 

BY  TYPE  OF  PROVIDER 


COUMT 

TYPE 

I 

IRNS 

I 

I 

PARA 

11 

WARD 

CLERK 

21 

31 

ROW 

TOTAL 

E15  - 

1 

I  lA 

I 

S 

1  1 

I 

23 

STRPNCLY  AGREE 

1 

1 

1 

I 

20.2 

4  —  ..— 

— ♦ 

2 

I  2A 

I 

28 

1  5 

I 

57 

ACREc 

I 

1 

1 

I 

50. D 

... 

3 

I  lA 

I 

13 

1  1 

I 

29 

DISAGREE 

1 

I 

1 

I 

24.6 

mm  m 

•  i 

4 

1  2 

I 

4 

1 

1 

6 

STRONGLY  OISAGRE 

1  I 

1 

I 

5.3 

COLUMN 

54 

53 

7 

H4 

TOTAL 

47.4 

46 

.5 

6.1 

100.0 

NUMBER  CF  MISSING 

OBSERVATIONS  • 

30 

.M-74 


Table  75 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“THE  'FOLDER'  TYPE  FORMAT  OF  THE  THERAPEUTIC  DOCUMENTATION 
CARE  PLANS  SHOULD  HAVE  THE  PATIENT  IDENTIFICATION 
BLOCK  PRINTED  ON  ALL  PAGES" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  I 


IRNS 

1 

I 

PARA 

11 

WARD 

CLERK 

21 

31 

>»4- 

ROM 

TOTAL 

6 

STRONGLY 

1 

AGREE 

1 

I 

11 

1 

I 

b 

I  1 

1 

1 

I 

IB 

15.0 

AGREE 

2 

I 

1 

19 

I 

1 

22 

1  3 

I 

1 

I 

44 

35.7 

oisa;ree 

3 

I 

1 

22 

I 

I 

23 

I  3 

] 

I 

1 

48 

AO.O 

STRONGLY 

A 

OISAGRE 

1 

1 

5 

1 

1 

4 

1  1 

1 

1 

I 

10 

8.3 

COLUMN 

TOTAL 

57 

A7.5 

55 

45*8 

8 

5.7 

120 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS 


2A 


Table  76 
FORT  ROLK 

CLINICAL  NURSING  RECORDS  STUDY 
“I  LIKE  THE  STURDIER  PAPER  ON  WHICH  THE  FORMS  ARE  PRINTED" 

BY  TYPE  OF  PROVIDER 


COUMT 


TYPE 

RNS 


PARA 


WA^O 


ROW 


CLERK  TOTAL 


I 

11 

21 

31 

c  1  7 

STRONCLY 

1 

AGREE 

1 

1 

2? 

I 

I 

20 

1 

1 

2 

I 

I 

49 

41.5 

AGREE 

2 

I 

I 

26 

I 

1 

30 

1 

I 

6 

I 

1 

61 

51.7 

DISAGREE 

3 

1 

I 

A 

I 

I 

4 

1 

I 

1 

1 

,  ^  A 

S 

6.3 

COLUMN 

TOTAL 

66 

A7.5 

54 

45.8 

6 

6.S 

ns 

100.0 

NUMBER  CF  MISS1X6  OBSERVATIONS  *  26 


Table  77 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"HAVING  SEPARATE  PAGES  FOR  RECURRING,  DELAYED,  OR  PRN  ACTION 
ORDERS  IS  HELPFUL  TO  ME" 

BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  I 

IRNS  PARA  HARD  ROH 

1  CLERK  TOTAL 

I  11  21  31 

E18  - — ♦ - - - ♦- . . . ♦ 

11  2A  1  lA  1  5  1  A3 

STROHCLV  AGREE  1111  37.A 

2  1  28  1  32  1  3  1  63 

ACREc  I  1  I  I  5A.3 

3  1  A  1  A  1  1  B 

DISAGREE  1  I  1  I  7.0 

4 - .4......».4 - —4 

A  1  111  11 

STRONCLY  DISAGRE  1  1  1  1  .9 

4^......4........4........4 

COLUMN  56  51  B  115 

TOTAL  A8.7  AA.3  7.0  100.0 


NUMBER  CF  MISSING  OBSERVATIONS  »  29 


M-77 


CLINICAL  NURSING  RECORDS  STUDY 
TO  MY  KNOWLEDGE,  THERE  WERE  NO  TREATMENT  OR  MEDICATION 
ERRORS  COr^WITTED  ON  MY  NURSING  UNIT  WHICH  COULD 
BE  BLAMED  ON  THE  NEW  FORMAT  OF  THE  THERAPEUTIC 
DOCUMENTATION  CARE  PLANS” 

BY  TYPE  OF  PROVIDER 


GOUNT 

TYPE 

1 

IRNS 

1 

1 

PARA 

1! 

21 

ROW 

TOTAL 

C  J  V 

STRONGLY 

1 

AGREE 

1  18 

I 

I 

1 

13 

I 

I 

.  ^  A 

31 

29.5 

AGREE 

2 

1  20 

1 

I 

I 

29 

1 

1 

.  _  A 

A9 

A&.7 

OISAiREE 

3 

1  13 

I 

I 

I 

5 

I 

1 

IB 

17.1 

STRONGLY 

A 

OISA&RE 

1  A 

I 

I 

1 

3 

1 

1 

7 

5.7 

COLUMN 

TOTAL 

55 
52. A 

53 

A7.6 

105 

103.9 

NUMBER  CF  MISSH6  OBSERVATIONS 


S 


39 


Table  79 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"I  WOULD  PREFER  TO  HAVE  THE  THERAPEUTIC  DOCUMENTATION  CARE 
PLANS  IN  A  SINGLE  SHEET  FORMAT  (LIKE  THE  'OLD*  TDs) 
EVEN  KNOWING  THAT  I  WOULD  HAVE  LESS  ROOM  FOR 
DOCUMENTATION” 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

1 

IRNS 

1 

1 

PARA 

11 

WARD 

CLERK 

21 

31 

ROW 

TOTAL 

1 

STROMCLY  ACRES 

1  3 

I 

I  A 

I 

I 

I 

I 

1 

7 

6.3 

2 

ACRES 

I  9 

I 

mmmm 

I  13 

1 

I  2 

I 

I 

I 

^  ^  A 

21 

18.8 

3 

DISAGREE 

I  28 

I 

"*^-r*^*  *  j 

I  28 

I 

1  3 

I 

I 

1 

31 

3A*3 

A 

STROMCLY  OISAGRE 

I  lA 

1 

1  9 

1 

1 

1 

I 

1 

-  ^  A 

23 

20.5 

COLUMN 

TOTAL 

5A 

A8.2 

31 

A5.5 

7 

b.3 

112 

100.3 

NUMBER  IF  MISSING  OBSERVATIONS  » 


M-79 


37 


Table  80 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
••IF  A  SINGLE  SHEET  FORMAT  WERE  TO  BE  USED,  I  WOULD  PREFER 
A  MEDIUM  WEIGHT  PAPER: (LESS  BULKY  THAN  THE 
TESTED  PAPER)  •• 

BY  TYPE  OF  PROVIDER 


COf'IT 


TYPE 

RNS 


PARA 


WARD 

CLERK 


ROW 

TOTAL 


1 

11 

21 

31 

•1 

1 

STRONCLY  AGREE 

I 

1 

2 

I 

1 

1 

1 

I 

2 

I 

1 

5 

A. 5 

2 

AGREE 

1 

1 

10 

1 

I 

15 

1 

1 

2 

1 

1 

• 

27 

2A.1 

3 

DISAGREE 

I 

I 

3A 

I 

I 

27 

1 

I 

3 

I 

I 

>  ^  A 

e>4 

57.1 

A 

STRONGLY  DISASRE 

I 

1 

8 

1 

I 

7 

1 

I 

I 

I 

1 

A 

15 

1A.3 

COLUMN 

TOTAL 

bA 

A8.Z 

50 

AA.6 

8 

7.1 

112 

100.0 

NUMBER  CF  MISSING  OBSERVATIONS  »  32 


M-80 


Table  81 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"ALL  MEDICATION  AND  NONMEDICATION  FORMS  SHOULD 
REMAIN  COLOR  CODED" 

BY  TYPE  OF  PROVIDER 


E2? 

STPPflCLY 

ACREc 

DISAGREE 


COUMT 


TYPE 

RNS 


II 


PARA  WARD 
CLERK 

21  31 


AGREE 


2 

3 


33  I  29 

I 

21  I  25 

I 

2  1 
I 

li— 


5 

»•»« 

3 


ROW 

TOTAL 


57 

56.3 

A9 

A1.5 

2 

1.7 


COLUMN  56  5%  5  IIS 

TOTAL  A7.5  A5.8  5.3  100.0 


NUMBEP  IF  MISSING  OBSERVATIONS 


25 


Table  82 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“YELLOW  HIGHLIGHTER  USE  SHOULD  BE  REINSTATED  TO 
DISCONTINUE  ORDERS" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

1 

IRNS 

I 

1 

PARA 

11 

WARD 

CLERK 

21 

31 

ROW 

TOTAL 

E23 

1 

1  36 

I  2A 

1  A 

I 

6A 

STRONGLY  AGREE 

1 

1 

1 

I 

5A.2 

4— 

2 

1  10 

I  16 

1  2 

I 

PB 

AGREc 

1 

1 

1 

1 

23.7 

♦— —  — 

3 

I  6 

1  7 

1  ? 

I 

15 

DISAGREE 

I 

1 

1 

I 

12.7 

I  A 

I  7 

1 

I 

11 

STRONGLY  DISAGRE 

1 

1 

1 

1 

9.3 

--•f 

COLUMN 

56 

5A 

9 

IIB 

TOTAL 

AT. 5 

A5.S 

6.B 

100.0 

NUMBER  CF  MISSING 

OBSERVATIONS  » 

26 

M-82 


Table  83 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“THE  INTEGRATED  PROGRESS  NOTE  IMPROVES  COMMUNICATIONS 
CONCERNING  THE  PATIENT  AMONG  ALL  HEALTH  CARE 
PROVIDERS" 

BY  TYPE  OF  PROVIDER 


COUMT 


TYPE 

RNS 


FJ 


STROMCLY  ACRES 

ACREc 

DlSAtoFEE 


STRtRCLY  OISAGRE 

COLUMN 

TOTAL 


PARA  PR3FES>  RON 
SIDRAL  TOTAL 
11  21  AI 


2b  I 
I 


» a 

Zb  I 
I 


A  I 
I 


2  I 
I 


57 

AA.2 


IS 


27 


53 

Al.l 


B 

»»« 

5 

2 


AS 

37.2 

bO 

A6.5 

16 

12. A 


19 

IA.7 


129 

100.0 


NUMBER  CF  MISSING  OBSERVATIONS  «  15 


M-83 


Table  84 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  HAS  ENCOURAGED  ME  TO  BE 
MORE  THOROUGH  IN  DOCUMENTATION" 

BY  TYPE  OF  PROVIDER 


F2 

COUNT 

TYPE 

1 

IRNS 

1 

1 

PARA 

11 

21 

ROW 

TOTAL 

1 

1  20 

1 

18 

1 

38 

STPfl^iCLY 

ACRES 

1 

I 

I 

34.5 

+— —  — 

.4  — 

»«»«»»«»• 

'-4 

2 

1  26 

I 

25 

1 

51 

AGREE 

1 

I 

1 

46.4 

4  —  —  — 

-4  — 

—4 

3 

1  10 

1 

ID 

1 

2D 

DISAGREE 

1 

I 

1 

18.2 

4— —  — 

.-4-. 

--4 

4 

I  1 

1 

I 

1 

STRCAftLY 

OISAGRE 

I 

I 

1 

*9 

4——  — 

.-4  — 

►-4 

COLUMN 

57 

53 

110 

TOTAL 

51.8 

4B.2 

lOD.O 

NUMBER  IF 

MISSING 

OBSERVATIONS 

34 

M-84 


Table  85 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  HAS  ENCOURAGED  ME  TO  BE 
MORE  CONCISE  IN  DOCUMENTATION" 

BY  TYPE  OF  PROVIDER 


TYPE 


F3 

COUMT 

I 

tRNS 

1 

I 

PARA 

11 

21 

RON 

TOTAL 

1 

1 

23 

1  16 

1 

39 

strongly 

AGREE 

I 

1 

35.5 

4... 

m  mmm 

--4 

2 

1 

29 

I  27 

1 

56 

AGREE 

I 

1 

1 

50.9 

4-- 

m 

-4—--* 

—4 

3 

1 

A 

1  9 

I 

13 

DISAGREE 

1 

1 

1 

11.9 

4-- 

-4— 

-~4 

A 

I 

1 

1  1 

I 

2 

STRONGLY 

0ISA6RE 

I 

1 

1 

1.9 

4— •* 

COLUMN  57  53  110 

TOTAL  51.8  A8.Z  100.0 


NUMBER  CF  MISSIMG  OBSERVATIONS  »  3A 


H-85 


Table  86 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE^LESSENS  FRAGMENTING  OF 
INFORMATION  IN  THE  PATIENT  RECORD" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

1 

IRNS 

I 

I 

PARA 

11 

PR3FES- 

SIDNAL 

21 

41 

»4. 

RON 

TOTAL 

STRONGLY 

1 

AGRFE 

1 

1 

21 

I  13 

I 

1 

I 

5 

1 

1 

*4 

39 

30.2 

^GREc 

2 

I 

1 

30 

1  31 

1 

1 

I 

7 

I 

I 

*»4 

68 

52.7 

DISAGREE 

3 

1 

I 

3 

1  9 

1 

I 

1 

5 

1 

I 

17 

13.2 

STRONGLY 

A 

DISAGRE 

1 

1 

3 

I 

1 

1 

1 

2 

I 

1 

5 

3.9 

COLUMN 

TOTAL 

57 

.2 

53 

Al.l 

19 

14.7 

129 

100.0 

NUMBER  tf  MISSI'^G  OBSERVATIONS  =  15 


M-86 


Table  87 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“THE  integrated  PROGRESS  NOTE  LESSENS  THE  AMOUNT  OF 
INFORMATION  EVERYONE  MUST  DOCUMENT" 

BY  TYPE  OF  PROVIDER 


F5 

SIRONCLY 

COUNT 

TYPE 

1 

IRNS 

1 

1 

PARA 

11 

PROFES¬ 

SIONAL 

21 

AI 

1 

ACRES 

I  23 

1 

1 

1 

10 

1 

1 

2 

I 

1 

ACREc 

2 

I  27 

1 

I 

1 

28 

1 

1 

A 

I 

1 

DISAkFFE 

3 

«»«•  mmmm 

I  5 

1 

1 

1 

lA 

1 

I 

7 

1 

I 

STRPNtlY 

A 

OISAGRE 

I  3 

1 

I 

I 

I 

I 

5 

1 

I 

» 

COLUMN 

TOTAL 

••• 

58 

A5.3 

52 
AO. 6 

16 

lA.l 

NUMBER  CF 

MISSING 

OBSERVATIONS 

16 

ROM 

TOTAL 


35 

27.3 

59 

A6.1 

26 

20.3 


6* 

12S 
100. D 


M-87 


or. 


Table  88 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  ENCOURAGES  ME  TO 
READ  NARRATIVE  NURSING  NOTES  MORE  THAN  I 
DID  IN  THE  PAST" 

BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

I 

IPRDFES- 

ROW 

ISIONAL 

total 

1 

41 

F6 

1 

1 

2  1 

2 

STRONGLY 

AGREE 

I 

I 

10.5 

+ 

2 

1 

6  1 

5 

ACREc 

1 

1 

3J.6 

4 

3 

1 

10  1 

10 

DISAbKEE 

I 

1 

52.6 

4 

4 

1 

1  1 

1 

SIRCNCLY 

OISAGRE 

1 

1 

5.3 

4 

COLUMN 

19 

19 

TOTAL 

100.0 

100.0 

NUMBER  LF  MISSIMG  OBSERVATIONS  *  125 


M“88 


Table  89 


FORT  POLK 

CLINICAL. NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  MAKES  IT  EASIER  TO 
DETERMINE  WHAT  IS  HAPPENING  WITH  MY  PATIENT" 

BY  TYPE  OF  PROVIDER 


TYPE 

COL'MT  I 

IPROFES-  RDM 
ISIONAL  TOTAL 

I  AT 

- 4 - ♦ 

11  2  1  2 

STRDMtLY  ACREE  I  1  10.5 

4.. ......4 

2  1  6  1  b 

ACREc  I  I  31.6 

4^  ...... 4 

31  10  1  ID 

OISA^FEE  1  1  52.6 

4— — -~.-4 
4  1  11  1 

STRDMCIY  OISAGRE  I  1  5.3 

4- — .——4 

COLUMN  19  19 

TOTAL  100.0  100*0 


NUMP^F  OF  MISSING  OBSERVATIONS  »  125 


M-89 


Table  90 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 

"THE  INTEGRATED  PROGRESS  NOTE  HAS  SAVED  ME  TIME  IN  DOCUMENTING 
(I  FEEL  I  DON'T  NEED  TO  REPEAT  INFORMATION  PREVIOUSLY 
DOCUMENTED  BY  ANOTHER  HEALTH  CARE  PROVIDER  BECAUSE 
IT'S  ALL  IN  THE  SAME  PLACE)" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

1 

IRNS 

1 

I 

11 

_ A, , 

PARA 

21 

ROW 

TOTAL 

STRONGLY 

1 

AGREE 

1  25 

! 

1 

1 

IB 

1 

1 

43 

39.4 

AGREE 

2 

I  23 

1 

I 

1 

25 

1 

1 

4S 

44.0 

DISAGREE 

3 

1  5 

1 

1 

I 

7 

1 

1 

12 

11.0 

STPCaIGLY 

4 

DISAGRE 

1  4 

1 

*  ““T 

1 

I 

2 

1 

1 

h 

5.5 

COLUMN 

TOTAL 

bl 

52.3 

52 

47.7 

109 

100.0 

NUMBER  DF  MISSING  OBSERVATIONS  *  3b 


M-90 


Table  91 
FbRT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTtGRATED  PROGRESS  NOTE  ENCOURAGES  ME  TO  READ  OTHER 
CARE  PROVIDERS'  NOTES" 

BY  TYPE  OF  PROVIDER 


F9 

COUNT 

TYPE 

1 

IRNS 

1 

1 

PARA 

11 

21 

ROM 

TOTAL 

A.  4-  •  •• 

■ 

1 

I  31 

I 

16 

I 

A7 

STRONGLY 

AGREE 

1 

1 

I 

A2.7 

4—  —  — 

-4  — 

2 

I  18 

1 

3D 

I 

AB 

AGREc 

1 

I 

I 

43>6 

4— 

-4. 

—4 

3 

I  7 

I 

6 

1 

13 

DISAGREE 

I 

I 

1 

11.8 

-4- 

--4 

A 

1  1 

1 

1 

1 

2 

STRONGLY 

01SA6RE 

I  1 

I 

•'•>4 

1.8 

COLUMN 

57 

53 

110 

TOTAL 

51  .8 

AB.7 

lOD.O 

NUMBER  Of 

MISSING 

OBSERVATIONS 

* 

3A 

M-91 


Table  92 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"THE  INTEGRATED  PROGRESS  NOTE  SHOULD  BE  USED  AT  ALL 
ARMY  HOSPITALS" 

BY  TYPE  OF  PROVIDER 


COUNT 

TYPE 

I 

IRNS 

I 

I 

PARA 

11 

PR3FES- 

S13MAL 

21 

41 

ROW 

TOTAL 

r  1  C 

1 

I  33 

1 

21 

I 

2 

I 

56 

STRDNCI.Y  agree 

1 

1 

I 

1 

43.4 

+ - — 

.-4- 

m  m  m  m  m 

2 

I  23 

I 

21 

I 

7 

1 

57 

AGREc 

1 

I 

I 

I 

44.2 

-♦ 

3 

I  1 

1 

3 

1 

6 

1 

10 

DISAGREE 

I 

I 

1 

I 

7.B 

4....... 

-♦ 

4 

I  1 

I 

1 

I 

4 

1 

6 

STRONGLY  OISAGRE 

I 

1 

I 

I 

4.7 

COLUMN 

58 

52 

19 

129 

TOTAL 

45.0 

40.3 

14.7 

100.0 

NUMBER  C'F  MISSING  OBSERVATIONS  * 


15 


^  Table  93 

FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
I  HAD  LITTLE  DIFFICULTY  IDENTIFYING  WHO  WROTE  PREVIOUS 
NARRATIVE  NOTATIONS" 

BY  TYPE  OF  PROVIDER 


TYPE 

tOUMT  1 


Fll 

IPRDFES 

ISIDNAL 

I 

AI 

RDM 

total 

strongly 

1 

AGREE 

I  A 

I 

I 

I 

4 

21.1 

ACPEc 

2 

I  10 

I 

1 

I 

10 

52.6 

OISASFFE 

3 

1  5 

1 

1 

1 

5 

26.3 

COLUMN  19  19 

total  100*0  100.0 


NUMBEP  TF  MISSING  OBSERVATIONS  »  1?5 


Table  94 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"I  HAD  NO  DIFFICULTY  DISTINGUISHING  NURSING  NOTATIONS  FROM 
THOSE  OF  OTHER  DISCIPLINES" 

BY  TYPE  OF  PROVIDER 


FI? 

STROAICLY 

COUVT 

TYPE 

I 

IRNS 

1 

I 

PARA 

11 

21 

PROFES¬ 

SIONAL 

AI 

ROM 

total 

1 

AGREE 

I  33 

I 

1 

1 

12 

1 

1 

A 

•4* 

1 

I 

49 
38. 3 

AGREE 

2 

I  2A 

I 

▲  mm  Mm.mm«. 

1 

1 

30 

*  •  T 

1 

1 

12 

•T 

I 

1 

6S 

51.6 

DISAiPFE 

3 

1  2 

1 

mm« 

1 

1 

8 

^  •  T 

1 

1 

3 

•►T 

I 

1 

13 

10.2 

COLUMN 

TOTAL 

59 

46.1 

SO 

39.1 

19 

lA.S 

128 

100.0 

NUMBER  CF 

Ml SSJNG 

OBSERVATIONS 

C 

ri-94 


Table  96 
FORT  POLK 

CLINiat  NURSING  RECORDS  STUDY 
"PHYSICIANS  ON  HY  NURSING  UNIT  SEEMED  TO  LIKE  HAVING 
NARRATIVE  NURSING  COMMENTS  INTEGRATED  WITH 
OTHER  PATIENT  CARE  DOCUMENTATION" 

BY  TYPE  OF  PROVIDER 


M^96 


Table  97 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"OTHER  HEALTH  CARE  PROVIDERS  (e.Q.,  PHYSICAL  THERAPIST, 
DIETITIAN.  SOCIAL  WORKER)  SEEMED  TO  LIKE  HAVING 
NARRATIVE  NURSING  COMMENTS  INTEGRATED  WITH 
OTHER  PATIENT  CARE  DOCUMENTATION" 

BY  TYPE  OF  PROVIDER 


TYPE 

[ 

xF'J-iS 


PAGii 


fj 


F 1-1  Hh 


!  iUi- 


•r 

.i. 

I  .1 

I 

>1. 

RC’^! 

TOTAL 

t 

i 

t 

I  ii 

1 

I 

6> 

1 

r 

*k 

i.7 

i-.ORFir: 

I 

I 

.1 

19. .8 

*}**• . .. 

-“f-* 

..  i 

t 

I  ■•<;> 

I 

29 

1 

99 

i~u-hKir.. 

T 

k 

I 

I 

....L 

3 

1 

I  3 

T 

4. 

’r 

4. 

6 

: ;! 

1 

I 

I. 

•F - 

— 

-+ 

M- 

I  2 

I 

.u 

I 

4- 

L.'  t  C  wFi*!- 

i 

1 

I 

4  .7 

i - 

— 

.-X 

'IOLUMI’4 

't6 

» t.  •  • 

1  w 

W  W 

I  w  »  r»»U 

'tf-  ..r 

1  y\ t\  A 

.1.  \f  1  .  *..• 

1"'  Ei-  or  MlOEIi.iG 

OBOERVATJ; 

JW? 

M-97 


Table  98 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
"ALTHOUGH  THE  GUIDELINES  READ  THAT  ALL  NURSING  PERSONNEL 
WERE  AUTHORIZED  TO  CHART  ON  THE  PROGRESS  NOTES,  THERE 
WERE  SOME  EXCEPTIONS  TO  THIS  POLICY  ON  MY 
NURSING  UNIT" 

BY  TYPE  OF  PROVIDER 


i 


E  TF'Divui.  P-3REE 


f-i.irt 


1 


I  ^  V  I 


1  .  PE 
I 

T C' 

l 

I 

■■i- 
1 
1 

•f“ 

1 
M 

1 

•f  • 

T 
1* 


•t 


-+■ 

I 

J 


iS  I 

T 


ROW 

I  TOTAL 

..X 

I 

I  9 

1  ‘  S  6 

4* 

I  ■  27 

X 


1 

.1. 

...L 

T 

A. 

T 

I*. 

^.L 


IS^I- 

E-’i.'l 

;! !? 

■i  LL 

i*  <  A 


iT.- 1 


I,  :  iiv’."; 


!.;i 


C’  in'C}  *.  //*•  *7*  ^  I* 
-,*u/  -.fwrv  I  4 


M-98 


Table  99 


FORT  ?OlK 

CLINICAL  NURSING  RECORDS  STUDY 
"IN  MY  OPINION,  THE  BOTTOM  LINE  TO  EVERYTHING  WE  HAVE 
TEStED  IS.  . 

BY  TYPE  OF  PROVIDER 


G,1 


TiTE 

'lOU'.'T  I 
FiOW  *^-CT  IRi  iS 

•:cL  r  cr  i 

I 

..  ... 

•! 


Prti'iA 


i  I 

-  . .j — 

I  r. :  i  I  i  38 
^li'^iPLEHEFiT  uKA-r/i'l.  I  x 

I  I  6:-.C 


vO  tMCr  TC  OLD 


i.i 


J. 

i 

1 
I 
1 
+•• 

•3  I  Z  K'  ? 
I' ''.P  LTi'SEi-lT  '"I  I"  3D1  1  i*-.-.  vL- 

i  hi-c ..  3 


..  «/.  «•  »; 
'i'!’  AL 


- 

I 


ii 


CI; 


X 

I 

j _ 


V  *.  V. 

C- 


.1.  y-X 
X  3<. 


CL.Eili.; 


.i.. 

X 

1 

X 

>»v.. 

X 

1 

T 


L|.  /\ 


ir 

rr- 


*  .> 

l;  a 


I 

I 

I 

■•+ 

I 

I 

T 


F'.Uii! 

TO"!  AL. 

^  c* 
!zX.i 


3. 


'tR  H- 


Ur  33 


< 


{ 


Table,  100 
FORT  ROLK 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARpING  THE  TEST  FORMS 
BY  TYPE  OF  .PROVIDER 


PAGE  I  OF  A 

TYPE 

COUNT  IRN  PARA  MARO  PROFES- 

ROM  PCT  1  CLERK  SIGNAL  ROW 

COL  PCT  1  TOTAL 

TAB  PCT  1  11  2  1  3  1  4  1 

COMMENTS  - ^^-..4—— - 4 - - - - 4 

11  0  1  4  1  11  0  1  S 

OR  ORDER  ♦GEN  SAT  I  0*0  1  80*0  1  20*0  1  0*0  1  5*2 

1  0«0  1  7.7  1  6.3  1  0.0  1 

1  0.0  1  4.2  1  1.0  1  0.0  1 

3  1  0  1  6  1  2  1  0  1  8 

OR  ORO^EASr  REFER  1  0.0  1  75*0  1  25.0  1  0.0  1  8*3 

1  0.0  1  11.5  1  12.5  1  0.0  1 

1  0.0  1  6.3  I  2.1  1  0.0  1 

4  1  11  13  1  5  1  2  1  21 

OR  ORO-CcN*PAPERHRK  1  4.8  1  61*9  1  23.8  1  9.5  1  21.9 

1  5.9  1  25.0  1  31.3  1  18.2  1 

1  1.0  1  13.5  1  5.2  1  2.1  1 

5  1  10  1  18  I  4  1  3  1  35 

OR  ORO-CONPUS-TINE  I  28.6  1  51*4  1  11.4  1  8.6  1  36.5 

1  58.8  1  34.6  1  25.0  1  27.3  1 

1  10.4  I  18.8  1  4.2  1  3.1  1 

-4—— 4 

61  91  71  01  11  17 

OR  DRD-H1S5  ORDERS  1  52.9  1  41.2  1  0.0  I  5.9  1  17.7 

I  32.9  1  13.5  1  0.0  1  9.1  1 

1  9.4  1  7.3  1  0.0  1  1.0  1 

4— — — 4 

71  01  11  01  01  1 

OR  ORD'STIL  TRANSC  1  0.0  1  100.0  1  0.0  1  0.0  1  1.0 

1  0.0  1  1.9  1  0.0  I  0.0  1 

I  0.0  1  1.0  1  0.0  1  0.0  I 

8  1  11  3  1  11  0  1  5 

DR  3R0>M1SC  PROBLEM  1  20.0  1  60.0  1  20.0  1  0.0  1  5.2 

1  5.4  1  5.8  1  6.3  I  0.0  J 

1  1.0  1  3.1  1  1.0  1  0.0  1 

4.«-.-,  »-.-.«.4— »-«-.,i.4  4- — — . — 4 

COLUMN  17  52  16  11  96 

TOTAL  17.7  54«2  16.7  11.5  100.0 


I 


M-100 


table  100 
FORt  PdLK 

CLINICAL  NURSING’ Records  study 

GENERAL  COMMENTS  REGARDING  THE  TEST  FORMS 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


»AGE  2  OF  4 

TYPE 


COUNT  IRH  PARA  HARO  PROFES- 


ROH  PCT 

1 

CLERK 

SIONAL 

ROW 

COL  PCT 

1 

TOTAL 

TAB  PCT 

1 

1 

1 

2 

1 

3 

1 

4 

1 

conncNis 

9 

1 

2 

1 

6 

I 

2 

1 

0 

1 

10 

OR  ORO  1-SHEET  PREFR 

1 

20.0 

1 

60.0 

I 

20*0 

1 

0.0 

I 

10.4 

1 

11.8 

1 

11.5 

I 

12*5 

1 

0.0 

1 

1 

2.1 

1 

6.3 

I 

2*1 

1 

0*0 

1 

10 

1 

0 

1 

2 

I 

0 

1 

0 

I 

2 

OR  ORO  REOISN  COMMNT 

1 

0.0 

1 

100.0 

1 

0.0 

1 

0*0 

1 

2.1 

I 

0.0 

I 

3.8 

I 

0.0 

1 

0*0 

I 

I 

0.0 

1 

2.1 

I 

0*0 

I 

0.0 

1 

111  • 

11 

1 

2 

1 

2 

1 

1 

1 

0 

1 

5 

5094  GEN  SATISFACT 

1 

40*0 

J 

40.0 

1 

20.0 

1 

0.0 

1 

5.2 

1 

11*8 

1 

3.B 

I 

6.3 

1 

0.0 

1 

1 

2.1 

1 

2.1 

1 

1.0 

1 

^  A. - 

0.0 

1 

*’*■*■* 

9 

n 

1 

0 

I 

2 

1 

0 

1 

0 

1 

2 

509+1 HPRDVrS  COHMUN 

1 

0*0 

1 

o 

. 

o 

o 

1 

0.0 

1 

0.0 

I 

2*1 

1 

0.0 

1 

3.B 

1 

0.0 

1 

0.0 

1 

1 

0*0 

1 

2*1 

1 

0.0 

I 

0.0 

1 

m  ^ 

13 

1 

1 

I 

2 

X 

0 

1 

0 

1 

3 

509+  AEE? 

1 

33*3 

1 

66.7 

1 

0.0 

1 

0*0 

1 

3.1 

I 

5.9 

I 

3.8 

1 

0*0 

I 

0.0 

I 

1 

1.0 

1 

2.1 

1 

0*0 

I 

0*0 

* 

1 

T*' 

14 

1 

0 

1 

1 

1 

0 

I 

0 

1 

1 

509-  GEN  PROBLEMS 

1 

0*0 

I 

100.0 

1 

0*0 

1 

0.0 

1 

1.0 

1 

9.0 

1 

1.9 

1 

0*0 

1 

0.0 

1 

1 

0*0 

I 

1.0 

1 

0*0 

1 

0.0 

1 

A 

T** 

*  * 

•  *" 

15 

I 

0 

I 

3 

1 

0 

1 

0 

1 

3 

509-PAfiAPROF  ENTRY 

I 

0.0 

1 

100.0 

1 

0.0 

1 

0.0 

I 

3.1 

I 

0.0 

1 

5.8 

I 

0.0 

1 

0.0 

1 

1 

0*0 

I 

3.1 

1 

0*0 

1  ■  M  M  m  m 

I 

1  n  §  M  1 

0*0 

1 

“ 

•  -• 

COLUMN 

11 

52 

16 

11 

96 

total 

17.7 

54.2 

16*7 

11*5 

100*0 

M-101 


Table  100 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  THE  TEST  FORMS 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


PAGE  3  OF  4 


TYPE 


COUNT 
ROW  PCT 
COL  PCT 
TAB  PCT 

16 

509-0ECR  03CU,LEGAL 


PARA 


WARD 

CLERK 


PROFES¬ 

SIONAL 


COMMENTS 


1£ 

509-3JT  OF  SEQUENCE 


19 

509-C3NFJSfFRASMNT 


ROW 

TOTAL 


6 

6.3 


2 

2.1 


36 

38S8-5«RED£S1GN  CHT 


COLUMN 

TOTAL 


I 

I 

I 

1 

4- 


0 

0.0 

0.0 

0.0 


1 

1 

1 

I 


1 

100.0 

1.9 

1.0 


17 

17.7 


52 

54.2 


1 
1 
I 
1 

16 

16.7 


I 

1 

I 

1 


0 

0.0 

0.0 

0.0 


0 

0.0 

0.0 

0.0 


11 

11*5 


5 

5.2 


4- 

-4- 

-4- 

-4- 

■4 

20 

1 

4 

I 

5 

1 

1 

1 

3 

1 

13 

509-V3TES  QUALITY 

I 

30.8 

1 

38.5 

1 

7.7 

1 

23.1 

1 

13.5 

1 

23.5 

1 

9.6 

1 

6.3 

1 

27.3 

1 

1 

4.2 

1 

5.2 

1 

1.0 

1 

3.1 

1 

21 

1 

1 

1 

0 

1 

0 

1 

1 

1 

2 

509-10  OF  SOURCE 

1 

30.0 

I 

0.0 

1 

0.0 

1 

50.0 

1 

2.1 

1 

5.9 

i 

0.0 

1 

0.0 

1 

9.1 

i 

1 

1.0 

1 

0.0 

1 

0.0 

1 

1.0 

I 

* 

22 

1 

1 

I 

4 

1 

1 

I 

1 

1 

7 

509  &3  BACA  TO  SEP  N 

I 

14.3 

I 

57.1 

1 

14.3 

I 

14.3 

1 

7.3 

I 

5.9 

1 

7.7 

1 

6.3 

1 

9.1 

1 

1 

4- 

1.0 

1 

«4- 

4.2 

1 

-4- 

1.0 

1 

-4- 

1*0 

1 

>4 

I 

1 

1 

1 

•4 


1 

1.0 


96 

100.0 
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Table  100 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  THE  TEST  FORMS 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


PACE  4  OF  A 


COUNT 
ROW  PCI 
COL  PCT 
TAB  PCT 


CONMENTS 


IRN 

1 

1 

I  1 


TOS  REDESIGN  COHHNTS 


PARA 


1  2 

i  I 

1  100.0 

1  1.9 

i  1«0 


WARD 

CLERK 


PROFES' 

SIGNAL 


ROW 

TOTAL 


TOS  C3D1NC  ISSUES 


1  100.0 


CEN^SYS  CHG  CNTS 


GEN  -CNTS .OLD  BETTR 


COLUMN 

TOTAL 


1 

10.0 

5.9 

1.0 


17 

17.7 


1  1 
1  100.0 
1  1.9 

I  1.0 
■>♦——— 


1  0 
I  0.0 
1  0.0 
1  0.0 


1  0 

1  0.0 

1  0.0 

1  0.0 


1  3 

i  30.0 
1  5.6 

I  3.1 

52 

54.2 


5 

50.0 

31*3 

5.2 


1  1 
1  10.0 
1  9.1 

1  1.0 


16 

16.7 


11 
11 .5 


10 

10.4 


96 

100.0 


PERCENTS  AND  TOTALS  BASED  ON  RESPONDENTS 


96  VALID  CASES 


130  MISSING  CASES 
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Table  101 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  DA  FORM  3888-2  TEST  NURSING 
HISTORY  AND  ASSESSMENT 
BY  TYPE  OF  PROVIDER 


EMPTY  DATASET 


rM04 


Table  102 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  DA  FORM  3888-3  TEST 
NURSING  HISTORY  AND  ASSESSMENT  CONTINUATION 
8Y  TYPE  OF  PROVIDER 


EMPTY  DATASET 


M-105 


Table  103 
FORT  POLK 


CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDINGrDA  FORM  3888-4  TEST 
NURSING  CARE  PLAN 
BY  TYPE  OF  PROVIDER 


EMPTY  DATASET 


fM06 


Table  104 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL -COMMENTS  REGARDING  0 A  FORM  3888-5  TEST 
NURSING  DISCHARGE  SUMMARY 
BY  TYPE  OF  PROVIDER 


TYPE, 

COUNT  IPARA 

^  ROW  PCT  I  ROW 

COL  PCT  I  TOTAL 

TAB  PCT  I  21 

CQMMtNTS  — - - ♦ - + 

36  I  II  I 

BOB'^-S+REOESIGN  CMT  I  100. 0  I  100. 0 

I  100. 0  I 
I  100. 0  I 
+ - - 

COLUMN  I  I 

TOTAL  100. 0  100. 0 

PERCENTS  AND  TOTALS  BAS60  ON  RESPONDENTS 

I  VALID  cases;  225  MISSINC  CASES 
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Table  105 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 

GENERAL  COMMENTS  REGARDING  DA  FORM  4256-1  TEST  DOCTOR’S  ORDER  SHEET  MEDICATION 
AND  DA  FORM  4256-2  TEST  DOCTOR'S  ORDER  SHEET  NONMEDICATION 

BY  TYPE  OF  PROVIDER 


PAGt:  l  Of-  2 


TYPE 


COUNT 

IRN 

PARA 

WARU 

PROFES- 

ROW  Per 

1 

CLERK 

SIONAL 

ROW 

COL  PCT 

I 

TOTAL 

r  HMW  t 

TAB  PCT 

1 

1 

1 

2 

I 

3 

1 

4 

I 

•T 

i 

I 

0 

I 

4 

I 

1 

1 

0 

I 

5 

GROtR  -fGEN  SAT 

I 

.0 

1 

00.0 

I 

20,0 

1 

.0 

I 

6.7 

I 

•u 

I 

9.3 

I 

8.3 

I 

.0 

I 

I 

.0 

I 

5.3 

I 

1 .3 

I 

.0 

I 

3 

I 

0 

I 

6 

I 

2 

I 

0 

1 

8 

OA 

iJRO  +  LASY  REFCR 

I 

•  0 

I 

75.0 

I 

25.0 

I 

.0 

I 

10.7 

I 

•  0 

1 

14.0 

r 

16.7 

I 

.0 

I 

I 

.0 

I 

a.o 

i 

2.7 

I 

.0 

I 

't 

I 

1 

r 

13 

I 

5 

I 

2 

•T 

I 

21 

DK 

ORO-Gt-N-PAPERWRK 

I 

4.8 

I 

61.9 

r 

• 

cc 

1 

9.5 

I 

CD 

• 

O 

I 

7.1 

I 

30.2 

I 

41.7 

I 

33.3 

I 

I 

1.3 

r 

17.3 

I 

6.7 

I 

2.7 

I 

5 

£ 

10 

I 

IH 

I 

I 

3 

I 

35 

OK 

irK-J-CONFUS-TIMr 

I 

28. 6 

I 

51.4 

I 

Il.t 

I 

8.6 

I 

46.7 

I 

71.4 

I 

41.9 

i 

3  3,3 

I 

50.0 

I 

I 

13.3 

I 

24.0 

I 

5,3 

I 

4.0 

I 

6 

I 

9 

I 

7 

I 

0 

I 

1 

I 

17 

Ok 

ORO-MISS  ORDERS 

I 

52.9 

I 

41.2 

I 

.0 

I 

5.9 

I 

22.7 

I 

64.3 

1 

16.3 

I 

.0 

I 

16.7 

I 

I 

12.0 

I 

9.3 

I 

.0 

I 

1.3 

I 

W  ■■  MW 

7 

I 

0 

I 

1 

r 

0 

I 

0 

I 

1 

:)i'. 

GRD-SflL  TRANSC 

I 

.0 

I 

100,0 

I 

.u 

I 

.0 

I 

1.3 

I 

•  0 

I 

2.3 

I 

•  C 

I 

.0 

I 

I 

.0 

I 

1.3 

I 

.0 

I 

.0 

I 

t) 

I 

1 

I 

3 

I 

1 

1 

0 

I 

5 

ni 

ORO-MISC  PROBLEM 

1 

20.0 

I 

60.0 

I 

20. C 

I 

•  0 

I 

6.7 

I 

7.1 

I 

7,0 

I 

8,3 

I 

•  0 

I 

- 

I 

4—*- 

1.3 

1 

4.0 

I 

1.3 

1 

.0 

I 
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Table  105 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 

GENERAL  COMMENTS  REGARDING  DA  FORM  4256-1  TEST  DOCTOR'S  ORDER  SHEET  MEDICATION 
AND  DA  FORM  4256-2  TEST  DOCTOR'S  ORDER  SHEET  NONMEDICATION 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


PAGE  2  OF  2 


COMMENTS 


TYPE 

COUNT  nN 
ROW  PCT  I 
COL  PCT  I 
TAB  PCT  I 


PARA 


WARD 


PROFES- 


CLERK  SIGNAL 


ROW 

TOTAL 


OR  ORO  l-SHEET  PREFR 


OR  ORO  REOISN  CCMMNT 


COLUMN 

TOTAL 


1 

I 

2 

I 

3 

I 

4 

I 

2 

I 

6 

I 

2 

I 

0 

1 

10 

20-0 

I 

60.0 

I 

20.0 

I 

.0 

1 

li.3 

U.3 

I 

14.0 

I 

16.7 

I 

•  0 

1 

2.7 

I 

d.O 

I 

2.7 

I 

.0 

1 

0 

I 

2 

I 

0 

I 

0 

I 

2 

.0 

I 

lOO.O 

I 

.0 

I 

.0 

I# 

2.7 

.0 

I 

4.7 

I 

.0 

I 

.0 

I 

•u 

I 

2.7 

I 

.0 

I 

.0 

1 

u 

43 

12 

6 

75 

Id. 7 

57.3 

16.0 

8.0 

lOO.O 

PERCENTS  AND  TOTALS  UASEO  ON  RESPONDENTS 
7S  VALID  cases;  151  MISSING  CASES 


M-109 


Table  106 
FORT  POLK 

CLINICAL  NURSING  'RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  ■ 

DA  FORM  4677-1  TEST  THERAPEUTIC  DOCUMENTATION  CARE  PLAN  NONMEOICATION 
AND  DA  FORM  4678-1  TEST  THERAPEUTIC  DOCUMENTATION  CARE  PLAN  MEDICATION 

BY  TYPE  OF  PROVIDER 


TYPE 

COUNT  IPARA 

ROW  PCT  I  RCW 

COL  PCI  I  TOTAL 

TAB  PCT  I  ^  I 

COMMENTS  - + - + 

41  I  II  I 

rO:i  REDESIGN  CQMMNTS  I  100. 0  I  33. J 

I  33.3  I 
I  33.3  I 

4 - + 

4Z  I  2  1  I 

TOS  COOING  ISSUES  I  100. 0  I  66.7 

I  66.7  I 
I  66.7  I 
+ - + 

COLUMN  3  3 

total  100. 0  100. 0 

PERCENTS  AND  TOTALS  flASED  ON  RESPONDENTS 
3  VALID  cases;  223  MISSING  CASES 


M-110 


Table  107 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  INTEGRATED  PROGRESS  NOTES 
BY  TYPE  OF  PROVIDER 


PAGE  1  OF  ? 


TYPF 


COUNT 

TRW 

PAPA  KARp 

PPOFES- 

POW  PC7 

1 

rlFPK 

5IOMAI 

ROW 

f.Pl  PC7 

I 

TOTAL 

TAP  PCT 

I 

11  ?  1  ^ 

1  A 

I 

* 

COMMENT^  - 

.4« 

-4- 

-4- 

-4- 

■>4 

n 

T 

? 

I 

2 

1 

1 

I 

0 

I 

5 

50P-^  ffn  satisfact 

I 

A0*0 

1 

AC.C 

I 

2C.C 

1 

.0 

1 

14.3 

T 

??  .2 

I 

n.F 

I 

3?.? 

I 

.0 

I 

! 

6.7 

! 

5.7 

1 

7.0 

I 

.0 

1 

1? 

1 

0 

I 

? 

I 

r 

I 

0 

I 

2 

509+fNPPrVF5  CPNMUN 

T 

.0 

I 

lOO.C 

I 

.c 

I 

.0 

I 

5,7 

I 

.0 

I 

11, p 

I 

.0 

f 

.0 

I 

I 

.0 

I 

5.7 

I 

.0 

I 

.0 

1 

A 

13 

I 

1 

I 

? 

1 

r 

I 

0 

I 

3 

5o9+  FpfP 

] 

^3.? 

I 

f  6.  7 

1 

.0 

I 

.0 

1 

8.6 

I 

11 .1 

1 

11. F 

I 

.r 

I 

.0 

I 

I 

?.o 

1 

5.7 

I 

.r 

I 

.0 

I 

lA 

I 

C 

I 

1 

I 

r 

I 

0 

I 

1 

509-  CFAi  PPOFLFNF 

I 

.0 

I 

ICP.C 

1 

.0 

I 

.0 

I 

2.9 

I 

.0 

I 

5.P 

1 

.0 

I 

.0 

I 

I 

•c 

I 

2.9 

1 

.0 

I 

,n 

1 

1*^ 

I 

c 

I 

0 

1 

r 

T 

0 

I 

3 

SOP-PAPAPPPF  FN7RY 

I 

.0 

! 

loo.r 

T 

.C 

I 

.0 

I 

8.6 

I 

.0 

I 

17. f 

I 

.0 

T 

.0 

I 

I 

.0 

I 

8.6 

I 

.0 

I 

.0 

1 

*» 

16 

I 

1 

I 

1 

I 

1 

I 

3 

I 

6 

50Q“nFrR  npci',iFCAL 

1 

If  .7 

I 

16.7 

I 

If  .7 

I 

50,0 

1 

17.1 

T 

11.1 

r 

5.9 

I 

?? .? 

T 

50.0 

I 

1 

2.9 

1 

2.9 

I 

2.0 

T 

P  .  6 

1 

"—4 

IP 

I 

2 

•  T  • 

? 

P 

1 

0 

T 

C 

I 

2 

50O-PUT  OF  fFOlIFNCF 

I 

100.0 

I 

.r 

I 

.0 

T 

.0 

I 

5.7 

I 

22.2 

1 

.c 

I 

.0 

1 

.0 

I 

I 

5.7 

1 

•  c 

! 

.0 

1 

.0 

I 

4- 

>-4* 

-4- 

•4** 

n*4 
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Table  107 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
GENERAL  COMMENTS  REGARDING  INTEGRATED  PROGRESS  NOTES 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


PAGF  ?  nr  ? 


TYPF 


CnMMFNTS 


CnUNT 
Rrw  PCT 
cri  PCT 
TAP  PCT 

19 


509-rrAiFU?,FPAf><NT 


?0 


Ot'AllTY 


?1 


«ino-in  pF  ?mpfF 


?? 

*iOQ  rn  PACK  TP  ^F'’ 


CPLUMN 

TPTAL 


TPN 

1 

I 

I 

►+- 
I 
I 
! 

I 

4« 

I 
I 
I 
I 

I 
1 
I 
1 
4 

I 
T 
T 
I 


PAPA 


VAPP 

fLFPK 


PROFFS- 

SIOMAL 


pnw 

TOTAL 


1  ! 


1 


1 

•4- 


I 

•4 


? 

AC.O 

??.? 

5.7 

I 

1 

I 

1 

3 

60. C 
17. f 
6.6 

1 

I 

1 

1 

•  4-«i 

r 

,r 

.0 

.0 

T 

1 

1 

1 

>4» 

0  1 
.0  I 
.0  I 
.C  I 

5 

14.3 

A 

1 

5 

1 

1 

1 

3 

I 

13 

30.8 

1 

38. f 

1 

7.7 

T 

?3.3 

I 

37.1 

AA.A 

1 

?o.A 

I 

3’  .3 

I 

50.0 

I 

ll.A 

1 

lA.? 

I 

! 

P  .6 

1 

>4 

1 

I 

r 

I 

r 

I 

1 

I 

? 

*=0.0 

T 

.p 

1 

•  r 

T 

50.0 

I 

5.7 

11.1 

1 

.r 

1 

.f 

I 

16.7 

I 

?.9 

I 

•  c 

! 

«r 

I 

7.9 

I 

•  4 

1 

• 

I 

A 

1 

1 

T 

1 

1 

7 

1A.3 

I 

57.1 

I 

1A.3 

1 

14  .3 

1 

20.0 

11.1 

1 

?3.5 

1 

33.3 

I 

16.7 

1 

?.9 

1 

11. A 

1 

?.«' 

T 

7.9 

1 

*4 

9 

17 

6 

35 

?5.7 

AP.6 

TO 

• 

IT.l 

100.0 

PFRCENT5  AWf)  TOTALS  BASFO  PM  RESPOATEVTS 
35  VALIP  r«SFS:  191  VTSSlKf  CASTS 
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Table  108 
FORT  POLK 

CLIKiCAL  NURSING  RECORDS  STUDY 
CURRENT  DUTY  ASSIGNMENT 
BY  TYPE  OF  PROVIDER 


HI 

COUNT 

TYPE 

1 

IRNS 

1 

1 

PARA 

11 

21 

RDM 

TOTAL 

n  j  • 

»  * 

1 

1  A5 

1 

1 

A5 

CLIK  STAPF 

NURSE 

1 

I 

1 

AO. 2 

.4.... 

... 

-♦ 

2 

1  8 

1 

I 

B 

CLIN  HEAD 

NURSE 

1 

I 

1 

7.1 

... 

— » 

4 

1  3 

I 

1 

3 

SPEC  PPACTICES 

I 

I 

1 

2.7 

.4.... 

... 

-♦ 

5 

1  1 

I 

1 

1 

SECT  Sl'PV 

I 

1 

I 

.9 

.4— — 

... 

-♦ 

8 

1 

I 

20 

1 

20 

91A-A10E 

I 

1 

1 

17.9 

4— 

... 

-♦ 

9 

1 

I 

2 

1 

2 

91P 

I 

1 

1 

l.B 

10 

I 

1 

2S 

I 

25 

91C  PFAC1 

NRS 

1 

1 

1 

23.2 

.4.... 

... 

-♦ 

11 

1 

I 

7 

1 

7 

91F-PSVCH 

TECH 

1 

1 

1 

5.3 

... 

COLUMN 

57 

55 

112 

TOTAL 

50.9 

A9 

•  1 

100.0 

NUMBER  IF  MISSING 

OBSERVATIONS  » 

32 

rM13 


Table  109 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
“ARE  YOU  A  WARDMASTER?" 

BY  TYPE  OF  PROVIDER 


TYPE 

COl'!<T  1 

IPARA  ROW 

I  TOTAL 

1  21 

H2  + - ♦ 

1  1  *>  I  3 

YES  I  I  9.3 

?  1  A9  I  A9 

NO  1  I  90.? 

4-«  — -  — 

COLUMN  5A  3A 

TOTAL  100.0  100.0 


NUMBER  OF  MISSING  OBSERVATIONS  90 
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Table  110 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
PRIMARY  INPATIENT  NURSING  UNIT 
BY  TYPE  OF  PROVIDER 


COUMT 

TYPE 

1 

IRNS 

1 

I 

PARA 

11 

HARD 

CLERK 

21 

31 

ROW 

TOTAL 

H3  <,-4.^.4..^—. 

1 

I 

7 

I  9 

1 

I 

16 

SURE  IMT 

1 

I 

I 

1 

13.3 

4.... 

.-4— 

-♦ 

2 

1 

5 

1  7 

1 

I 

12 

PSYCrt  IN  IT 

I 

1 

1 

I 

9.8 

4.... 

... 

3 

1 

4 

I  2 

1 

1 

6 

MED  JMT 

1 

1 

1 

I 

A. 9 

..4— 

«-4 

A 

1 

7 

I  7 

1 

3 

1 

17 

CCMBINED  MED  SUR 

1 

I 

1 

I 

13.8 

4.... 

.4....... 

•-4 

5 

I 

A 

1  6 

1 

1 

I 

11 

PE  OS  tMT 

1 

I 

1 

I 

8.9 

4  —  — 

..4— 

..... 

►-4 

6 

I 

9 

1  8 

I 

1 

1 

18 

ALL  ICt-  S 

I 

I 

1 

1 

1A.6 

4.... 

7 

I 

18 

I  16 

1 

3 

I 

37 

LtD  NBN  ®OS7  PAR 

I 

1 

I 

I 

30.1 

«— 

.-4.. 

—4 

8 

I 

6 

I 

1 

1 

6 

DR  ANES 

1 

I 

1 

I 

A. 9 

4^.  •• 

..4....... 

—4 

COLUMN 

60 

55 

8 

123 

TOTAL 

A8 

.8 

A4.7 

6.5 

100.3 

NUMBER  IF  MISSING 

OBSERVATIONS  * 

21 

ri-ii5 


Table  111 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
NUMBER  OF  YEARS  WORKED  AS  A  REGISTERED  NURSE 
BY  TYPE  OF  PROVIDER 


COUMT 

TYPE 

1 

IRNS 

1 

I 

11 

ROW 

TOTAL 

COUMT 

TYPE 

1 

IRNS 

1 

1 

11 

RON 

TOTAL 

1 

1 

9 

I 

9 

15 

1  4 

“4 

I 

4 

I 

1 

1?«9 

I 

1 

7.5 

•T 

2 

1 

11 

I 

11 

16 

I  2 

1 

2 

I 

1 

20. B 

1 

1 

3.B 

3 

I 

5 

1 

5 

20 

I  2 

I 

2 

1 

I 

9.4 

1 

1 

3.8 

4 

I 

3 

1 

3 

COLUMN 

53 

-^4 

53 

I 

I 

5.7 

TOTAL 

100.0 

100.0 

«— 

•-4 

5 

1 

1 

1 

1 

I 

I 

1.9 

'-4 

6 

I 

1 

1 

1 

1 

1 

1.9 

... 

..4 

7 

1 

2 

I 

2 

1 

I 

3.B 

4—  — 

'-4 

8 

1 

3 

I 

3 

I 

1 

5.7 

4.... 

►•4 

10 

1 

4 

I 

4 

NUMBER  £'F  MISSING 

1 

I 

7.5 

4.... 

•-4 

OBSERVATIONS  » 

91 

11 

I 

2 

I 

2 

1 

I 

3.B 

4.... 

... 

12 

I 

1 

I 

1 

1 

1 

1.9 

•-4 

13 

1 

2 

I 

2 

1 

1 

3.6 

4—  — 

... 

—4 

14 

I 

1 

1 

1 

I 

1 

1.9 

4.... 

w  «»• 

—4 
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Table  112 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
CORPS  AFFILIATION 
BY  TYPE  OF  PROVIDER 


TYPE 

COUMT  1 

IPROFES-  ROW 
ISIONAL  TOTAL 
1 

H5 

It  II  1 
AMSC-CIV  I  I  5.3 

2  1  11  1 

OC-DIV  I  I  5.3 

+—  —  •»— 4 

31  17  I  17 

MC-CIV  I  1  89.5 

4..  ...... 4 

COLUMN  19  19 

TOTAL  lOU.O  100.3 


NUMBER  Of  MISSING  OBSERVATIONS  =  125 


M-117 


Table  113 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
NUMBER  OF  YEARS  WORKED  WITH  ARMY  INPATIENT 
MEDICAL  RECORDS/DOCUMENTATION 
BY  TYPE  OF  PROVIDER 


COUMT 


H6 


TYPE 


RNS 


10 


II 


12 


13 


f  CONTMIED) 


PARA 


WARD 

CLERK 


11 


15 


13 


1 


21 

12  1 
1 

17  1 

1 

....4. 

1  1 
1 

..•.4. 

3  1 

I 

....4. 

1  1 
1 

•..•4. 

1 

1 

1  1 
1 

- - 4. 

1 

1 

— — 4. 
1  1 
1 

....4. 

3  » 

J 

•...4. 
1  1 
1 

1  1 
I 

....4. 

I 

1 

....4. 


PROFES¬ 
SIONAL 
31  41 

.4.. ...... 4 

1  1 

1  I 

..4. ...... .4 

I  3  1 

1  1 

..4. ...... .4 

1  I  1 

1  1 

..4. ...... .4 

1  4  1 

1  1 

,-4... — ...4 

1  1 

1  1 

.4. ....... 4 

1  3  I 

I  1 

.4....... .4 

1  1  1 

T  1 

.4 - - — ..4 

1  1 

1  1 

.4 - 4 

1  1  1 

1  1 

.4 — .—.-.4 

1  1 

1  1 

.4. — .....4 

1  1  1 

1  I 

.4. ...... .4 

1  3  1 

1  1 

.4 - ...-4 

1  1 

1  1 

.4.. ......4 
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ROW 

TOTAL 


27 

22.0 

37 

30.1 

8 

6.5 

11 

8.9 

2 

1.6 

4 

3.3 
3 

2.4 

2 

1.6 

3 

2.4 


7. 

3 

2.4 

5 

4.1 

1 

•  8 


O'  tf\ 


Table  113 


FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
NUMBER  OF  YEARS  WORKED  WITH  ARMY  INPATIENT 
MEDICAL  RECORDS/DOCUMENTATION 
BY  TYPE  OF  PROVIDER  (CONTINUED) 


H6 


COUNT 


TYPE 

RNS 


PARA 


11 


4 - ....4 


lA 


1 


WARD  PROFBS- 

CLBRK  SIONAL 

21  31  4 

>4.... ....4...... — 


15 


18 


4 


♦ 


— -f 


2  I  1 


4. - ..-4 


♦ 


■f 


t 


1 


20 


4- - - —  4 


♦ 


I 


4.. .......4. ...... .4... .....4.. ...... 4 


ROW 

TOTAL 


3 

2.4 

3 

2.4 

1 

.8 

1 

.8 


COLUMN  64  45  7  17  123 

TCTAL  43.9  36.5  5.7  13.3  100.0 


NUMBER  CF  MISSING  OBSERVATIONS  *  21 


M-119 


I 


f 

> 

> 

i 

I 


Table  114 
FORT  POLK 

CLINICAL  NURSING  RECORDS  STUDY 
FINAL  GENERAL  COMMENTS 
BY  TYPE  OF  PROVIDER 


TYPE 


COUNT 

IRN 

PARA 

WARD 

PRQFES 

ROW  PCT 

I 

CLERK 

SIGNAL 

COL  PCT 

I 

TAB  PCT 

I 

1 

I 

I 

\ 

r  /. 

COMMENTS  - 

45 

I 

0 

I 

1 

I 

0 

I  0 

Gi:i\+SYS  CHG  CMTS 

I 

.0 

I 

100. c 

I 

.0 

I  .0 

I 

•  0 

I 

25.0 

I 

.0 

I  .0 

I 

.0 

I 

9.1 

I 

.0 

I  .0 

46 

I 

1 

I 

3 

I 

5 

1  1 

-CMTS, OLD  BfcTTR 

I 

10.0 

I 

30.0 

I 

50.0 

1  lO.O 

I 

100. c 

I 

75.0 

I 

lOO.O 

I  100. 0 

I 

4- 

9.1 

I 

27.3 

I 

45.5 

I  9.1 

COLUMN 

1 

4 

1 

total 

9.1 

36.4 

45  *  '3 

9.1 

I 

•■f 

I 

I 

I 

I 

+ 

I 

I 

I 

I 

■f 


ROW 

TOTAL 


1 

9.1 


iO 

90.9 


11 

100.0 


t’i-.KL-NTS  AND  TOTALS  BASED  ON  RESPONDENTS 
11  VALID  cases;  215  MISSING  CASES 
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APPENDIX  N 

Recommended  CNR  Study  Test  Form  Revisions 


MEDICAL  RECORD  •  NURSING  HISTORY  AND  ASSESSMENT 


Date  and  Tima  of  Admission 


Admission  Diagnosis 


1 .  Tell  me  what  you  know  about  your  illness  /  injury  / 
hospitalization. 


2.  Do  you  have  any  other  health  problems? 


3.  Have  you  been  hospitalized  before?  If  so,  when 
and  for  what? 


4.  What  medications  have  you  been  taking’  (to  in¬ 
clude  prescription  and  over-the-counter  drugs) 
For  how  long’ 


5  Are  you  allergic  to  anything’  Ifso.what’ 
What  reaction? 


6  Do  you  have  any  special  needs  that  require  assis¬ 
tance  with  daily  activities?  (e.g.  diet,  eating, 
bathing,  elimination,  ambulating,  sleeping;  aides 
or  prosthetic  devices) 


Name  of  Local  Contact  /  NOK 


Relationship 


Interviewer's  Signature,  Rank  &  Title 


PATIENT  IDENTIFICATION 


Patient's  Own  Words  When  Possible 


Telephone  Number 


Informant 


PERSONAL  ARTICLES  AND  VALUABLES 
(indicate  disposition  of  each  item  by  initials) 

Item 

Bedside 

Home 

Treasurer 

Other  (Specify) 

— 

mm 

N-2 


DA  FORM  3888-2 


MEDICAL  RECORD  -  NURSiWG  HISTORY  AND  ASSESSMENT 

ADDITIONAL  ASSESSMENT  DATA 


ADMISSION: 


DATE /TIME: 


Signature  (Registered  Nurse} 


ASSESSMENT  CATEGORIES: 

1  Growth  and  Development 

2  Neurological 

(a)  Orientation 

(b)  Level  of  Consciousness;  alert, 

drowsy,  lethargic,  comatose; 
Responses:  to  verbal  and  pain¬ 
ful  stimuli;  Ability  to  follow 
commands;  Reflexes 

(c)  Describe  abnormalities 

3.  Eyes,  Ears.  Nose,  and  Throat 

(a)  Eyes:  Pupils,  vision 

(b)  Ears:  Hearing,  drainage 

(c)  Nose:  Rhinorrhea,  nasal  surgery/ 

traumc 

(d)  Throat:  Sore,  difficulty  '  ’ 

swallowing,  appearance  on 
inspection,  lymph  nodes 
\e)  Oescrioe  abnormalities 

4.  Cardiovascular 

(a)  Skin:  Color,  temp,  turgor,  moisture 

(b)  Peripheral  Circulation:  Pulses, 

edema,extremities 


DA  FORM  3888-2  (Reverse) 


(c)  IV's:  Contents  of  bottle  hanging, 

bottle  number,  condition  of  site 

(d)  Pam;  Location,  radiation,  duration, 

type,  relief 

(e)  intrathoracic  tubes  and/or  dressings 
5  Pulmonary 

(a)  Respirations;  Rate,  regularity,  effec¬ 

tiveness,  depth,  use  of  accessory 
muscles,  nocturnal/exertional  dyspnea 
Chest  movement  associated  with 
respirations 

(b)  Breath  sounds;  Clear  to  auscultation. 

Rales,  Rhonchi.  Wheezes,  etc 

(c)  Oxygen:  Percent  given,  liters/ min, 

method  of  administration,  continuous 
or  PRN 

(d)  Cough,  sputum,  suctioning 
6.  Gastrointestinal 

(a)  Abuominal:  Auscultation  (bowel  sounds 

present),  palpitation,  abdominal  girth 
measurement  (if  applicable) 

(b)  Dressing  and /or  drains 


7  Genitourmary 

(a)  Urination:  Continency,  pattern  change 

(b)  Female:  Vaginal  discharge,  LMP,  last  PAP 

smear  (if  applicable),  etc. 

(c)  Male:  Abnormal  discharge,  swelling,  pain 

8.  Integumentary 

(a)  Lesions,  pressure  points,  contractures 

(b)  Color,  moisture,  edema,  turgor,  change 

in  pigmentation 

9.  Musculoskeletal 

(a)  Movement:  Purposeful /Non-purposeful, 

ROM,  muscle  strength,  level  of  usual 
activity 

(b)  Foot  care  (as  applicable),  TED  hose 

10.  Psycho-Social  i 

(a)  Adjustment  to  hospitalization  and 
illness,  manner,  mood,  behavior,, 
relation  to  persons  around  them 

REFERENCE:  DA  Pam  40-5 

AMEDD  Standards  of  Nursing  Practice 
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MEDICAL  RECORD  -  NURSING  CARE  PLAN  (CONTINUED) 


INSTRUaiONS:  Initial  each  recordim 


NURSING  DIAGNOSTIC  CATEGORY  GUIDELINES 

AC’^IVITY-EXERCISE  PAHERN 

Activity  Tolerance,  Decreased  (Specify  Level) 

1 

Oeoression  Reaaive  (Situational) 

(Specify  focus) 

HEALTH  PERCEPTION-MANAGEMENT  PATTERN 

Airway  Clearance,  ineffective 

Personal  identity  Confusion 

Health  Management  Deficit,  Total 

Breathing  Pattern,  ineffective 

Self  Esteem  Disturbance 

Health  Management  Deficit  (Specify) 

Cardiac  Output.  Alteration  m  Decreased 

ROLE-RELATiONSHiP  PATTERN 

infeaion.  Potential  for 

Oiversional  Activity  Deficit 

Grieving  Anticipatory 

Physical  injury.  Potential  for 

Gas  Exchange,  impaired 

Grieving,  Dvsfunctior'al 

Noncompliance  (Specify) 

Home  Maintenance  Management,  imoaired  (M’td 

ndeoenoence-Oeoenoence  Conflict.  Unresolved 

Noncompliance.  Potential  (Specify) 

Moderate  Severe.  Potential.  Chrome) 

Parenting.  Alteration  m 

Poisoning.  Potential  for 

.'oint  Contractures.  Potential 

Parenting,  Potential  Alteration  m 

Suffocation,  Potential  for 

Mobility,  impaired  Physical  (Specify  level) 

Social  isolation 

NUTRITIONAL-METABOLIC  PAHERN 

Self-Care  Deficit.  Total  (Specify  Level) 

Socaiizaticn  Alterations  m 

Decubitus  ulcer 

S*H.8athing-Hvg.ene  Oeticit  (Soecit/  Lev(»») 

KSiocat  on  svnflrome 

fluid  volume  Deficit,  Potential 

'■ssue  Perfusion.  Chronic  Alteration  m 

yeroai  Communication  impaired 

fluid  volume  Deficit,  Actual  ( i ) 

COGNITIVE-PERCEPTUAL  PATTERN* 

Violence,  Potential  for 

Fluid  volume  Deficit,  Actual  (2) 

Cognitive  impairment.  Potential 

SEXUAL  REPRODUCTIVE  PATTERN 

Nutrition.  Alteration  in  Potential  for  More  f  han  Body 

Comfort.  Alteration  in  Pam 

Race  Trauma  Syndrome 

Requirements,  or  Potential  Obesity:  More  than  Body 

Pam  Self-Management  Deficit 

Rape  Trauma  Syndrome  Compound  Reaction 

Requirements,  or  Exogenous  Obesity,  Less  Than  Body 

Knowledge  Deficit  (Specify) 

Rape  Trauma  Syndrome  Silent  Reaction 

Requirements,  or  Nutritional  Deficit  (Specify) 

Sensory  Deficit  (Specify),  Uncompensated 

Sexual  Dysfunction 

S^in  integrtty.  Pctentta!  impairment  of,  or  Potential  Sk.r. 

Sensory-Perceptual  Alterations  mput  Excess  or 

COPING-STRESS  TOLERANCE  PATTERN 

Brealcdown 

Sensory  Overload 

Cooing,  family  Potential  for  Growth 

Si<in  integrity,  impaired 

Short-Term  Memory  Deficit,  uncompensated 

Cooing,  ineffective  family  Disabling 

ELIMINATION  PATTERN 

Thought  Processes,  impaired 

Coping,  ineffective  family  Compromised 

Alteration  in  Bowel  Elimination’  Constipation  or  inter¬ 

SLEEP-REST  PATTERN 

Coping,  ineffective  (individual) 

mittent  Constipation  Pattern 

Sleep-Pattern  OisturbarKe 

VALUE-BELIEF  PATTERN 

Alteration  m  Bowel  Elimination:  Diarrhea 

Alteration  in  Bowel  Elimination,  incontinence  or  Bowel 

SELF-PERCEPTION-SELF  CONCEPT  PATTERN 

Anticipatory  Anxiety  (Mild,  Moderate.  Severe) 

Spiritual  Distress  (Distress  of  Human  Spirit) 

Incontinence 

Anxiety.  Mild 

REFERENCE 

Urinary  Elimination  pattern.  Altered 

Anxiety.  Moderate 

Manual  of  Nursmq  Diaanosis.  >963 

Urinary  Elimination,  impairment  of.  incontinence 

Anxiety,  Severe  (Panic) 

Marjory  Gordon.  McGraw  Hill  Pub  Co 

urinary  Elimination ,  impairment  of*  Retention 

Stress  incontinence 

Body  image  Disturoance 

Reprmted  by  permission  of  McGraw  hiH 

DA  FORM  3888-4  (REVERSE)  n-7 


5  hole  top,  3  cy  set  (1)  Inpatient  copy  (2)  Patient's  copy  (3)  Health  Record  copy 


MEDICAL  RECORD  -  NURSING  DISCHARGE  SUMMARY 

Date /Time: 

Discharges:  □  Home  Other  (Soecifv) 

Accompanied  by: 

Mode:  0  Ambulatory  Other  (Specify) 

I.  AaiVITY: 


O  No  Restrictions 


Limitations:  (Specify) 


,  Patient  and/or  Significant  Other  (S.O }  communicates  knowledge  and  understanding  of  activity  limitations 


II.  DIET:  □  No  Dietary  Restrictions  If  special,  identify 

_ Patient  /  S.O.  communicate'i  understanding  of  dietary  restrictions. 


III.  MEDICATIONS:  O  No  Medication  Required 

Name  of  Medication  Dosage 


Frequency  of  Medication 


Special  Instructions 


Patient  and/or  Significant  Other  (S  O  )  communicates  knowiedge  and  understanding  of  activity  limitations 


IV.  TREATMENTS /CARE: 

Instructions  Given: 


Patient  /  SO.  Observed 
Demonstration  (Date) 


Patient /SO  Returned 
Demonstration  (Date) 


Equipment  /  Supplies  (Specify) 


V.  FOLLOWUP:  You  should  be  seen  i 


clinic  in 


(time  period) 


_  Patient  /SO.  communicates  understanding  of  followup  instructions 


VI.  PATIENT'S  CONDITION  (Health  Status  relative  to  Nursing  Care  Plan): 


[signature  (Registered  Nurse) 


PATIENT  IDENTIFICATION 


ADDITIONAL  INFORMATION: 


:i-8 


OA  FORM  3888-5 


CLINICAL  RECORD  -  DOCTOR’S  ORDERS 


The  doctor  shall  record  date,,  time,  and  sign  each  set  of  orders 

USE  BALLPOINT  PEN  -  PRESS  FIRMLY 


MEDICATION  ORDERS  ONLY 

(INCLUDES  I  J  MEDICATIONS)' 

Date/Time  of  Order 


T'lme  Time 

Notea  Single 

S  Order 

Transcribed  Done 


NON-MEDICATIONS  ONLY 

Time 

Time 

Noted 

S.ngle 

Date/Time  of  Order 

& 

Transcribed 

Order 

Or^ne 

OATiENT  IDENTIFICATION 


REMARKS 


DA  FORM  4256 


Verify  by  Initialing 


THERAPEUTIC  DOCUMENTATION  CARE  PLAN  (NONMEDICATION) 


SINGLE  ACTIONS.  DELAYED  ORDERS 


DATE /TIME 
TO  BE  DONE 


DATE /TIME 
COMPLETED 


ALLERGIES:  Q  yes  Q  no 


PRIMARY  DIAGNOSIS 


DA  FORM  4677-1 


CODES : 

Initials  only 

=  Indicates  completion  of  order 

Initials  and  + 

=  Satisfactory  /  within  normal  limits 

Initials  and  0 

=  Unsatisfactory  /  Not  observed/ Omitted* 

*  See  Nurse's  note  on  SF  509 

THERAPEUTIC  DOCUMENTATION  CARE  PLAN 
CLINICAL  RECORD  (NONMEDICATION) 


N-11 


CLINICAL  RECORD 


Verify  By  Initialing 

ORDER  transcriber/ 

DATE  REVIEWER 


THERAPEUTIC  DOCUMENTATION  CARE  PLAN 
(NONMEDICATION) 


INITIAL  PROPER  COLUMN  FOLLOWING  COMPLETION 


DATE  COMPLETED 


RECURRING  ACTIONS, 
FREQUENCY,  TIME 


PATIENT  IDENTIFICATION' 

CODES : 

Initials  only  =  Indicates  completion  of  order 

Initials  and  +  =  Satisfactory  /  within  normal  limits 

Initials  and  0  =  Unsatisfactory  /  Not  observed/Omitted* 

*  See  Nurse's  note  on  SF  509 

N-12 


£t-N 


TRANSCR 

PRN 

REVIEWER 

ACTION,  FREQUENCY 

THERAPEUTIC  DOCUMENTATION  CARE  PLAN 

(NONMEDICATION) 


TIME  /  DATE  / REASON  /  INITIALS  /  RESULTS  CODE 


Initials  only  =  Indicates  completion  of  order 
Initials  and  +  =  Satisfactory/within  normal  limits 

Initials  and  0  =  Unsatisfactory/Notobserved/Omitted* 


*  See  Nurse's  note  on  SF 509 


DA  FORM  4677-1  THERAPEUTIC  DOCUMENTATION  CARE  PLAN  (NONMEDICATION) 

(SIMULATION  REDUCED  64%) 


Inituils  only  -  Indicates  completion  of  order 
in, I  shared  *  -  '>a!>>factory  within  normal  hmiti 

Initialsand  =  Unsatisfactory  i  Not  observed'Omitted' 


OVERALL  SIZE 


Itiitial^  only  -  Indicates  rompleticn  of  order 
irtnaisard  *■  -  Satisfactory .  wuhtn  normal  limits 

lni(i-ilsana  -  Unsatisfactory  Not  obseryed  Omitted 


Verify  by  Initialing 


THERAPEUTIC  DOCUMENTATION  CARE  PLAN  (MEDICATIONS) 


ORDER  I  TRANSCRIBER/ 
DATE  I  REVIEWER 


SINGLE  ACTIONS,  DELAYED  ORDERS,  PREOPERATIVES 


DATE /TIME 
TO  BE  GIVEN 


DATE  GIVEN/ 
TIME /INITIALS 


ALLERGIES:  Q  ygs  □  no 


PRIMARY  DIAGNOSIS: 


PATIENT  IDENTIFICATION:. 

CODES : 

Initials  only  *  Indicates  medication  was  administered 

Initials  and  £  =  Effective 

Initials  and  I  »  Ineffective  * 

Initials  and  0  »  Medication  was  not  aaministered  as  ordered* 

*  See  Nurse's  note  on  SF 509 

OA  FORM  4678-1 

N-16 

N-1  7 


61--N 


THERArSUTiC  DOCUMENTATION  CARE  PLAN 

_ (PRN  MEDICATIONS) _ 


ORDER  -KArjscP  PRN  MEDICATION,  DOSE. _ INITIAL  PROPER  COLUMN  rOLLOWING  ADMINISTRATION 

ocv/icwca  unilTF  PRFniiFNrV  RFA^ON  Tiftyic  /  riATC  ;DC,^cr^M  .imi-tiai  c  ,  cccc-tu/cmccc  rr\r\c 


PATIENT  IDENTIFICATION  \  CODES  . 


Initials  only  =  Indicates  medication  was  administered 
Initials  and  E  =  Effective 

Initials  and  I  =  Ineffective* 

Initials  and  a  =  Medication  was  not  administered  as  ordered* 


*  See  Nurse's  note  on  SF 509 


DA  FORM  4678-1  THERAPEUTIC  DOCUMENTATION  CARE  PLAN  (MEDICATION) 


hiBkpBV 

iiiHiHHKBnnnHil 


Ills 


■E  £  B  ? 

o  ^  % 

Q  n 

C  t  f  f  f 


